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HE title of this clinical talk needs a word of 

explanation, lest serious misunderstanding 
arise. Some of you are familiar with the technic 
of one of our American humorists — was it not 
Artemus Ward? — who after making some gross 
exaggeration or misstatement wrote: “Note — 
this is writ sarkastic.” My title is thus “writ 
sarkastic,” as indicated, I hope, by the question 
mark at its end. My theme is in fact that there 
are no such things as harmless gallstones, that 
the removal of the gall bladder is attended by an 
exceedingly low mortality and morbidity, and 
that its absence causes no evident harm to the 
physical welfare of the individual. The obvious 
corollary is that all gallstones should be removed 
unless special contraindications exist, because if 
they are allowed to remain, sooner or later, if 
their host lives long enough, they will cause 
damage .of the most serious character. 

The frequent incidence and apparent harmless- 
ness of gallstones is well known to us all. Osler’ 
in his textbook said: “In a majority of the cases, 
gall-stones cause no symptoms. The gall-bladder 
will tolerate the presence of large numbers for 
an indefinite period of time, and post-mortem 
examinations show that are present in 25 per cent 
of all women over sixty years of age.” Crump? in 
a study of 1000 routine consecutive autopsies from 
the Pathological-Anatomical Institute of Vienna. 
from January to July, 1927, found gallstones in 
32.5 per cent and, still more surprisingly, some 
form of cholecystopathy in 59.6 per cent and a 
pathologic condition of the ducts in 41.3 per cent. 
The literature is full of similar evidence, which 
need not be multiplied here. Furthermore, all of 
us who attend abdominal operations performed 
for other conditions know how often the sur- 
geon’s exploring hand detects stones rattling in- 
nocuously about in an apparently normal gall 
bladder, and how often a review of the history 
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afterward fails to bring to light any attributable 
symptoms. 

The cause of the formation of gallstones need 
not be discussed; suffice it to say that whether 
it is the stagnation and concentration of the bile, 
or its inoculation with micro-organisms, or some 
obscure physiochemical reaction, it is certain that 
in the overwhelming majority of cases the calculi 
are formed primarily in the gall bladder, and 
only secondarily invade the ducts. Since it has 
never been shown that there is an increased lia- 
bility to calculus formation in normal ducts after 
the removal of the gall bladder, the conclusion 
seems inevitable that such removal before second- 
ary complications have occurred will insure a 
patient against the harmful effects which I be- 
lieve to be ultimately inevitable. 

Before attempting to prove this doctrine by 
citing cases, let us review briefly the clinical 
phenomena which may be caused by gallstones. 
In the gall bladder, without infection or gross 
interference with its motor function, they may 
cause afferent sensory stimuli which through re- 
flex efferent pathways—perhaps through the 
agency of hormones — interfere with the smooth 
functioning of the alimentary tract, and cause the 
familiar vague indigestion, dyspepsia, “gas” bloat- 
ing, biliousness and similar symptoms too numer- 
ous to mention; they traumatize the wall of the 
viscus and determine the occurrence of infection, 
—either bile-borne or blood-borne, — with all the 
sequelae of acute and chronic cholecystitis, among 
which must not be forgotten the ulceration of a 
large stone into the adherent duodenum, to be- 
come impacted in the small intestine and cause 
acute obstruction. Entering the cystic duct, gall- 
stones are caught and cause most painful colic; 
if impacted at that point they cause hydrops of the 
gall bladder, or empyema if infection is present, 
or gangrene due to interference with the circula- 
tion. If the calculus enters the common duct, 
it may or may not cause severe pain and jaundice 
with the unfortunate sequelae of chronic cholemia; 
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it will certainly encourage an infectious cholan- 
gitis, which if unrelieved will ascend more and 
more diffusely toward the primary radicles of the 
biliary tree, and finally cause acute hepatitis and 
multiple abscesses of the liver. If lodged in the 
ampulla of Vater it becomes one of the impor- 
tant causes of acute hemorrhagic pancreatitis, 
probably by favoring the entrance of bile into the 
pancreatic duct and thus activating its enzymes. 
Finally should be mentioned the credible but un- 
proved theory that the chronic irritation of gall- 
stones may cause the rather uncommon instances 
of primary carcinoma of the gall bladder and bile 
ducts. By the brief presentation of a few typical! 
cases I hope to offer proof of the doctrine that 
gallstones, if not removed, tend inevitably to lead 
to conditions causing disability or death. 


Case 1. E. W. (No. S14652) was a married woman 42 
years of age when first seen in May, 1921. At the age of 
16 she had had rheumatic fever, which left her with 
chronic valvular disease of the heart. Twenty years be- 
fore admission, and before her marriage, had occurred the 
first of a long series of attacks of right-upper-quadrant 
pain, often radiating to the right scapular region, often 
accompanied by vomiting and sometimes requiring mor- 
phine for relief. Her symptoms were variously attributed 
to her cardiac condition and to indigestion. The present 
attack was of similar character, and very severe. Exam- 
ination showed moderate tenderness below the right costal 
border, an enlarged heart with a double mitral murmur 
and a few moist rales at the bases. There was no jaundice. 
Under ether anesthesia a thickened adherent gall bladder 
containing calculi was removed. The common duct ap- 
peared normal and was not explored. Convalescence was 
slightly complicated by a productive cough, whether due 
to early cardiac decompensation or to bronchitis was not 
clear. The patient remained in the hospital 23 days. Dur- 
ing the 17 years which have since elapsed she has had no 
symptoms of any sort attributable to the biliary system. 
Her appetite is good; there is no food distress; the bowels 
are normal in every respect. The wound is sound. The 
heart shows the usual evidence of compensated mitral dis- 
ease. 


This patient illustrates the type of neglected 
gallstone disease which causes severe symptoms 
for many years, fortunately without the occur- 
rence of local complications which might have 
made operative relief both difficult and danger- 
ous, and without the progress of the cardiac con- 
dition to a point where it precluded surgery. 
Who can doubt that early in this period the diag- 
nosis might have been made, and a timely and 
nearly safe operation performed, with avoidance 
of years of annoying discomfort and pain? 


Case 2. K. K. (No. $23813) was a married woman 55 
years of age when first seen in May, 1925. She had had ten 
pregnancies. Nineteen years previously gallstones had been 
removed from the gall bladder elsewhere: it was impossi- 
ble to learn how long symptoms had previously existed. 
Ever since the operation she had had vague abdominal dis- 
tress after eating. Three years before the present admis- 


Nov. 10, 1938 


sion she had had a sickness of 1 month’s duration, char- 
acterized by pain, fever and jaundice, and recently less 
severe attacks had been coming with increasing frequency. 
Examination was essentially negative except for jaundice, 
At operation under ether a very adherent gall bladder con- 
taining calculi was removed and a much dilated common 
duct was explored; calculi were delivered, and the duct 
was irrigated and the papilla stretched. Extensive adhe- 
sions of long standing presented the usual operative dif- 
ficulties and the operation was hazardous. Recovery was 
uneventful and the patient remained in the hospital 16 
days. Now, 13 years later, she reports that she has been 
perfectly well, with good appetite and digestion, and no 
change in her bowel habit. She has developed some de- 
gree of arthritis and hypertension. 


It is probable that in this case gallstones were 
formed as the result of the high cholesterol con- 
tent of the blood incidental to the ten pregnan- 
cies. It is permissible to believe that at some time 
antecedent to thirty-two years ago the diagnosis 
of gallstones might have been made, and the 
patient cured by a simple and safe operation and 
safeguarded from years of annoying discomfort 
and a final difficult and hazardous operation. In- 
cidentally the case illustrates the fact that simple 
drainage of the gall bladder is essentially an in- 
complete and inadequate procedure. 


Case 3. M. K. (No. $42480) was a married woman 45 
years of age when first observed in December, 1932. 
Twenty-five years previously, during the puerperium, she 
had had her first attack of sharp, knife-like pain in the 
right upper quadrant, radiating to the back and shoulders. 
These attacks recurred about every 2 months for 15 years, 
but for the subsequent 10 years the pain was apt to radi- 
ate to the left upper quadrant, to become severer and to 
require morphine for its relief. The last attack was ac- 
companied for the first time by jaundice. Examination 
showed moderate local tenderness. Under basal Avertin 
and supplementary ether anesthesia a tense, thickened non- 
adherent gall bladder containing many calculi was re- 
moved; the moderately dilated common duct was ex- 
plored and irrigated without revealing calculi, and the 
papilla was stretched. The convalescence of 15 hospital 
days was uneventful. Now, 6 years later, the patient re- 
ports that she has had no symptoms of any sort referable 
to the biliary system; her appetite is good, there is no food 
distress and the bowels move once daily without a laxa- 
tive. The wound is sound. 


This patient’s gallstones were probably incidental 
to the cholesteremia of pregnancy, but although 
they caused physical misery for years, there was 
no development of secondary complications to 
make the operation unduly hazardous or dan- 
gerous. Undoubtedly involvement of the common 
duct was beginning, and if that had continued 
the story would have been different. 

Case 4. E. St. L. (No. $28395) was a married woman 
42 years of age when first seen in November, 1927; her 
case is complementary to Case 3. Twenty-two years pre- 
viously, 3 months after the birth of her only child, she 
had begun to have attacks of indigestion, “gas,” sour 
eructations and sometimes severe pain in the epigastrium 
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and right upper quadrant, radiating to the right scapula 
and sometimes requiring morphine for relief. After some 
years, there was a long period of complete freedom from 
symptoms until 5 years before admission, when essen- 
tially similar phenomena occurred and persisted to the 
time of admission. Jaundice had never been noted. 
Examination showed moderate tenderness below the right 
ninth costal cartilage. A cholecystogram was not made. 
At operation under ether anesthesia a small, adherent 
gall bladder contracted over two large calculi was re- 
moved. The common duct was estimated to be about 
three times its normal size. It was opened, explored and 
irrigated without the discovery of calculi. It is possible 
that its marked increase in caliber represented only the 
frequently observed compensatory dilatation when the gall 
bladder is out of commission. This patient presented her- 
self on May 18, 1938, 11 years after the operation, stating 
that she had had complete relief of symptoms referable to 
the biliary tract, that her appetite was good, that there was 
no indigestion or food distress and that the bowel habit 
was unchanged. Her only complaint was of symptoms 
attributable to the climacteric. 


These four cases draw particular attention to 
the cholelithiasis of pregnancy. It is not uncom- 
mon for women to complain during pregnancy, 
the puerperium or soon after of symptoms typi- 
cal of gallstone colic; these may recur intermit- 
tently for months or possibly a few years and 
then cease. After a long period of latency, per- 
haps many years, they recur, with the ultimate 
development of more serious complications. If 
operation is done during the initial attacks, a 
normal-appearing gall bladder may be found, 
with deposits of cholesterol in the mucous mem- 
brane and a dozen or more small equal-sized, 
rounded cholesterol calculi, some of which may 
be in the cystic and common ducts. Operation 
deferred until the second period of activity may 
disclose any of the various types of chronic and 
acute cholecystitis and cholelithiasis, with cholan- 
gitis and the various sequelae which have been 
mentioned. The natural history of such a case 
is pretty evident. Small cholesterol calculi form 
during pregnancy, and cause colic by becoming 
engaged in and trying to traverse the ducts; some 
of them probably pass and escape, but those 
which remain grow by accretion and become too 
large to enter the duct. Then ensues a period — 
perhaps many years— during which they remain 
harmless and symptomless. Inevitably at some 
later date, if the host lives long enough, infection 
and inflammation set in, with a train of serious 
complications which may render the urgently 
necessary surgical measures both difficult and 
hazardous. It is an unwelcome duty for a phy- 
sician to be obliged to tell a young mother that a 
cholecystectomy is advisable, but in my opinion 
this course should be followed, in order to save 
her from the very serious hazards of neglected 
gallstones. The following case illustrates this 
syndrome with unusual features. 
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Case 5. J. M. L. (No. $24703) was a married woman 44 
years of age when first seen in August, 1925. Seventeen 
years previously, after her third confinement, she had had 
a severe attack of presumed gallstone colic. She had been 
quite symptom-free for 14 years, when she had a second 
and severer attack. After another latent period of 2 years 
there began persistent eructations of gas and vomiting, 
entirely without pain, accompanied by a weight loss of 
50 Ib. A barium x-ray series showed 100 per cent gastric 
retention at the end of 6 hours. There was no jaundice. 
Operation under ether was undertaken for pyloric ob- 
struction, and showed an inflammatory mass involving 
the gall bladder and the pyloric antrum of the stomach, 
with a fistulous opening connecting the two, plugged by a 
huge gallstone, which also obstructed the pylorus. Re- 
moval of the gall bladder and repair of the antrum still 
left mechanical obstruction, so that a posterior gastro- 
enterostomy was made. Convalescence was uneventful, and 
she has recently presented herself “in perfect health in 
every respect.” 


Thus the final result is good, but the serious 
risk to which the progressing disease and the 
operation subjected her could have been avoided 
by a timely and safe operation thirty years ago. 


Case 6. §. B. (No. $56517), 49 years of age, gave a his- 
tory of 9 years of recurring attacks of right-upper-quadrant 
pain, with nausea and vomiting, becoming more severe. 
No history of definite jaundice could be obtained. The 
Graham cholecystogram was positive, there was very slight 
clinical jaundice, and the icteric index was 30. Under 
Avertin-ether anesthesia an adherent gall bladder contain- 
ing calculi was removed, and one oval and one faceted 
calculus were evacuated from the dilated common duct. 
The head of the pancreas felt lumpy, and as a bougie 
could not be passed through the papilla into the duo- 
denum, the bowel was opened and a very large oval cal- 
culus impacted in the ampulla of Vater was delivered by 
slitting up the papilla. There were no postoperative com- 
plications and the patient has since been perfectly well. 


A timely operation eight or nine years previously 
would have prevented much suffering and a 
final threatening complication requiring a very 


serious operation. Note should be made that a 
very large calculus may be impacted probably for 
years in the ampulla of Vater without causing 
enough jaundice to attract attention. 


Case 7. J. B. (No. $50741) was a married woman 44 
years of age when she first came under observation in 
December, 1935, stating that 25 years ago when she was 
carrying her first baby she had had the first of a series of 
attacks of severe right-upper-quadrant pain, which had 
recurred at intervals of a month or more ever since and 
had nearly always required a hypodermic injection of 
morphine for relief. She had never noticed jaundice. 
There was a remarkable interval of relief for 3 years, or 
until 3 months before admission, when the attacks began 
again. Examination was normal, except that the Gra- 
ham cholecystogram showed no shadow. The icteric in- 
dex was not determined. Under Avertin-ether anesthesia 
an adherent, thickened, contracted gall bladder containing 
calculi was removed and from the dilated common duct 
six faceted calculi were taken. There were no postopera- 
tive complications, and the patient has since been perfect- 
ly well. 
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A safe and simple operation twenty-four years ago 
would have saved those years of suffering and a 
much more dangerous surgical ordeal. 

The next case illustrates the fact that gallstones 
may be a contributing factor in a clinical picture 
apparently explained by another known condi- 
tion. 


Case 8. B. W. (No. S$56781), 38 years of age, for 10 
years had had symptoms of bleeding peptic ulcer, for which 
he had been admitted to the Peter Bent Brigham Hospital 
on sixteen occasions, and had had three operations in- 
cluding a final subtotal gastrectomy, as a result of which 
his ulcer diathesis had been brought under satisfactory 
control. For 2 months previous to admission a new type 
of epigastric and right-upper-quadrant pain, not related 
to eating and unaccompanied by vomiting, attracted at- 
tention to his gall bladder, which had been noted as nor- 
mal at the first ulcer operation 10 years previously, but 
which had not been visible at subsequent ones on account 
of adhesions. An x-ray showed positive ring shadows. At 
operation under Avertin-ether anesthesia a thick-walled 
gall bladder, containing a large calculus impacted in the 
cystic duct and many small calculi, was dug out of mas- 
sive adhesions. The common duct was not seen. The 
operation completely relieved the new symptoms and con- 
firmed the satisfactory control of the ulcer diathesis. 


If his advisers had decided against further sur- 
gery, or had insisted that the symptoms were 
due to ulcer, this relief would not have been 
obtained. 


Case 9. N. L. W. (No. $56723) was 66 years of age 
when she first came under observation in January, 1938. 
She had never had abdominal or digestive symptoms until 
2% years before, when there occurred the first of four 
acute attacks of epigastric and general abdominal pain, 
with vomiting and some radiation of pain to the back. 
There was no jaundice, and the icteric index was 8. The 
final attack was accompanied by fever, leukocytosis, local 
tenderness and spasm; at operation under Avertin-ether 
anesthesia an acutely inflamed gall bladder, packed with 
calculi and buried in adhesions, was removed; it had per- 
forated into the liver and caused a local abscess; the com- 
mon duct was dilated and contained two calculi. Re- 
covery was uneventful and the patient has been perfectly 
well ever since. 


The condition found at operation indicated that 
this patient for years had had “harmless” gall- 
stones, which remained latent until acute infec- 
tion supervened; even stones in the common duct 
had failed to make themselves known through 
jaundice. An operation two years earlier, when 
uncomplicated by infection, would have cured 
a much less hazardous condition. Moreover, this 
is the type of case in which, years earlier, appar- 
ently harmless gallstones might have been dis- 
covered in the course of a pelvic laparotomy, when 
a suspicion of their harmfulness might have led 
to their timely removal. 

Case 10. 1. J. D. (No. $50892) was 79 years of age when 
first seen. She complained of indigestion of 2 weeks’ 
duration, culminating 36 hours before admission in severe 
epigastric pain, shifting to the lower abdomen and _ ac- 
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companied by vomiting. Her previous history was nega- 
tive except for an attack diagnosed as indigestion 1, 
years before and characterized by steady severe pain across 
the epigastrium. Examination on admission showed a 
fibrillating heart, pulmonary signs of bronchial asthma, a 
tender, non-distended abdomen, two loops of distended 
small intestine visualized by x-ray and a peculiar circular 
shadow thought to be an intussusception seen end-on. Im- 
mediate operation under spinal anesthesia showed a huge 
gallstone impacted in the ileum; access to the gall bladder 
and ducts was prevented by extensive adhesions. Conva- 
lescence was uncomplicated, and the patient lived 1% 
years without any symptoms except those of a failing 
heart. 


This case is a striking example of the absolute 
silence of a single large gallstone during what 
must have been its many years of existence, even 
during most of the long process of adhesion and 
ulceration into the duodenum. But a warning 


attack one and one-half years previously, which 
was diagnosed by her physician, should have 
led to timely and relatively safe interference. 


Cases similar to the above, though not always 
as striking, could be multiplied many times in re- 
ports from any active surgical clinic. Confirma- 
tion of the fallaciousness of the theory that gall- 
stones are harmless is furnished by analysis of 109 
operative fatalities in gallstone disease at the Peter 
Bent Brigham Hospital since its foundation. 
Candid scrutiny of the case histories and the cir- 
cumstances attending these deaths justifies the 
conviction that in about half of them there had 
been ample warning to enable diagnosis to be 
made and timely operation to be performed years 
before the occurrence of the secondary complica- 
tions which were the essential causes of the fa- 
talities. While it is true that in a few instances 
gallstones are absolutely silent until a final serious 
episode, it is undoubted that almost always symp- 
toms exist which ought to lead to a correct diag- 
nosis at an early period. Such a statement could 
not have been made a few years ago, but the 
advent of cholecystography by x-ray has given us 
a simple and safe method of diagnosing a non- 
functioning or pathologic gall bladder, which may 
be relied on to be accurate in 95 per cent of cases. 
If such a gall bladder does not contain calculi its 
removal may not be of benefit, but such cases 
are uncommon. 

The second part of our argument requires proof 
that removal of the gall bladder is so nearly harm- 
less that it may justifiably be urged in all cases 
of gallstone disease. We must show that the mor- 
tality is low, the operative morbidity slight and 
the loss of the function of the viscus of negligible 
importance or perhaps even without demonstra- 
ble effect. In a consecutive series of 260 chole- 
cystectomies, including both acute and chronic 
conditions and secondary operations after previous 
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cholecystostomies, but excluding all common-duct 
operations, the mortality was 0.8 per cent. In 166 
cases of exploration of the common duct, whether 
simple, retroduodenal through the edge of the 
pancreas or transduodenal by direct incision of the 
biliary papilla, the mortality was 4.8 per cent. 
All cases of biliary surgery in this series, includ- 
ing the above case and various forms of anastomo- 
sis but excluding carcinoma, totaling 452 opera- 
tions, show a mortality rate of 4.1 per cent. 
While such cases are decidedly not immune to 
the disasters of major surgery, especially cardiac 
failure, pneumonia, embolism, peritonitis and 
hemorrhage, it is not an exaggeration to say that 
if the long period of neglect after the occurrence 
of diagnosable warning symptoms were avoided, 
with consequent elimination of many dangerous 
complications, the operative mortality would be 
reduced to a figure so low as to be scarcely worth 
weighing against the advantages to be gained. 

The postoperative morbidity consists chiefly of 
hernia and adhesions. In this series, in the cases 
responding to the routine hospital follow-up sys- 
tem there were 7 known hernias. Only 1 was of 
such size and nature as to be of any symptomatic 
importance, and this occurred in a case which pre- 
sented before operation a huge ventral hernia fol- 
lowing a previous unsuccessful operation; an ef- 
fort to repair the hernia by the use of a fascia 
lata transplant after removal of the gall bladder 
failed. The question of the incidence and impor- 
tance of postoperative adhesions looms large in 
the minds of many patients and physicians, and 
many annoying symptoms are attributed to them. 
After the average properly performed cholecys- 
tectomy, with closure of the denuded liver area, 
there should be no postoperative adhesions unless, 
indeed, the omentum attaches itself harmlessly to 
the deep peritoneal aspect of the incision. If pre- 
existing inflammation and adhesions make the 
recurrence of the latter unavoidable, so that con- 
tiguous areas of the undersurface of the liver, 
the duodenum and the hepatic flexure of the 
colon become adherent to each other, there is no 
proof that such a condition, in the absence of 
acute inflammation, causes any symptoms what- 
soever. Surgeons of experience know that the 
attribution by patients and physicians alike of all 
sorts of abdominal woes to postoperative adhe- 
sions is entirely groundless. Unless peristalsis of 
the hollow viscera is interfered with or the sen- 
sitive parietal peritoneum is pulled upon, no 
symptoms result. 

Does the removal of the gall bladder, with con- 
sequent loss of its bile storage and concentration 
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functions, have any ill effects? Apparently no sci- 
entific proof exists. It seems certain that in spite 
of a normally functioning gall bladder, bile is 
continuously secreted into the intestine; if this 
were not so, it seems probable that the fecal col- 
umn would show bands indicating the alternating 
presence and absence of bile—which is not the 
case. Alarmists say that the constant pouring of 
bile into the intestine when not specifically called 
for by digestive requirements causes defective fat 
digestion and attacks of diarrhea, characterized 
by the presence of unchanged bile in the stools. 
In the series of cases on which this study is based, 
every effort has been made to uncover the exist- 
ence of unfortunate sequelae of cholecystectomy. 
Not a single case of diarrhea has been brought to 
light except 1, which proved to be but the recur- 
rence of a mild colitis that had been present for 
many years; nor has the complaint of fat indiges- 
tion been conspicuous or in any way different 
from what would be elicited from an average 
cross-section of the population. It is not too much 
to say that the subjects of biliary surgery are 
among the most unconditionally grateful of a 
surgeon’s patients. 


SUMMARY AND CONCLUSIONS 


The doctrines which this discussion strives to 
support are as follows: 

1. Gallstones are never harmless: for long 
periods they may be latent, but they inevitably 
tend to serious and perhaps fatal complications. 

2. Initial attacks of gallstone disease may be 
followed by long periods of latency, which give 
a false sense of security. 

3. In the majority of cases the diagnosis of 
gallstone disease may be made early, especially 
with the aid of cholecystography. 

4. Cholecystectomy, even when complications 
exist, has an exceedingly low mortality and mor- 
bidity. 

5. Cholecystectomy performed before invasion 
of the ducts gives practically complete assurance 
against recurrence of gallstones. 

6. Cholecystectomy causes no clinically de- 
monstrable changes in the patient’s normal physio- 
logic processes. 

7. Cholecystectomy should be advised, unless 
special contraindications exist, when the diagnosis 
of gallstones is made. 
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D ESPITE earlier publications’ * on the effect 
of thiocyanates in lowering blood pressure, 
interest in these salts for the treatment of hyper- 
tension was not aroused until the publication of 
the papers of Nichols* in 1925 and Westphal* in 
1926. During the following decade there appeared 
many articles dealing with the therapeutic use of 
sodium and potassium thiocyanate in hyperten- 
sion. Among them may be mentioned those by 
Gager,® Smith and Rudolf,’ Palmer and Sprague,’ 
Borg,’ Egloff, Hoyt and O'Hare,’ Healy,’” Gold- 
ring and Chasis’’ and Baker and Brunsting.”* 
Some of these authors reported favorable results; 
others believed that the treatment was not effec- 
tive or that the toxic effects of the drug were so 
frequent or so dangerous that they interfered seri- 
ously with its administration. Untoward symp- 
toms included skin eruptions, rhinitis, nausea, 
vomiting, gastrointestinal pain, diarrhea, marked 
weakness, increased nervousness, mental confu- 
sion, aphasia, hallucinations of sight and hearing 
and angina pectoris. Goldring and Chasis’! even 
reported delirium, coma and death in 2 cases. 
The toxic manifestations often appeared suddenly 
and without apparent relation to the daily or total 
dosage. In some patients relatively larger quanti- 
ties were tolerated without evidence of intoxica- 
tion, whereas in others relatively small amounts 
of the drug produced severe reactions. The difh- 
culty of control of dosage is clearly apparent on 
analysis of the cases reported. 

Barker™ in 1936 appeared to have solved this 
problem by introducing the use of blood cyanate 
determinations and cyanate clearance tests. His 
studies revealed two important and closely related 
facts. First, he showed that the varying reactions 
to the drug in different individuals were due to 
variations in their ability to clear the blood stream 
of cyanate. Secondly, he demonstrated that by 
using as a control the level of the cyanate in the 
blood he could regulate the dose more accurately, 
avoid toxicity and obtain a significant lowering 
of blood pressure. He concluded that the opti- 
mum blood cyanate level ranged between 8 and 12 
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mg. per cent. When dosage was regulated in this 
manner, he considered thiocyanate administration 
a safe and effective treatment for hypertension. In 
spite of our previous unfavorable experiences with 
this drug,” Barker’s excellent results stimulated 
us to try out this new method on carefully selected 
cases. 
PLAN OF INVESTIGATION 

Fortunately in the Renal Vascular Clinic of the 
Peter Bent Brigham Hospital we had a group of 
ambulatory patients with hypertension who had 
been followed from one to seventeen years under 
various forms of therapy. In order to determine 
more exactly the effect of thiocyanate therapy in 
reducing blood pressure and to minimize the pos- 
sibility of toxic effects, only patients with uncom- 
plicated vascular hypertension, that is, with good 
cardiac and renal function, were selected. Case 
studies were made of 14 ambulatory patients vary- 
ing in age from thirty-one to fifty-six; all but 3 
were women; in 1 case a second study was made 
after a year’s interval. 

In the completed group of 15 cases the plan of 
investigation was as follows. Before the admin- 
istration of sodium thiocyanate was begun, all 
direct therapy was discontinued and control ob- 
servations were made for three months. There 
followed a test period of like duration during 
which a 5 per cent solution of sodium thiocyanate 
in syrup of wild cherry was given orally. This 
interval was followed by another control period 
of three months during which the syrup alone 
was administered in comparable dosage; the pa- 
tient remained unaware that the active medica- 
tion had been omitted. 

In the dilution of sodium thiocyanate used, 4 cc. 
contained 0.2 gm. of the active drug. For the 
purpose of accuracy each patient was given a 
special vial which measured exactly 4 cc. Of 
necessity the size of the dose varied with the in- 
dividual patient. One plan used to initiate sodium 
thiocyanate treatment was to give 0.8 gm. for the 
first two days, and 0.6, 0.4 and 0.2 gm. on con- 
secutive days thereafter. Another method was to 
give 0.6 gm. for the first four or five days and 
then to reduce the amount to 0.4 or 0.2 gm. daily. 
In each case, subsequent and maintenance doses 
were determined according to the level of the 
blood cyanate found, and all doses were adjusted 
from time to time as seemed necessary. The usual! 
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maintenance dosage ranged from 0.2 to 0.4 gm. 
daily. 

During the first part of the active test period, 
visits by the patients to the clinic averaged one 
per week. Following this and during both con- 
trol periods, they averaged one every two weeks. 
At each visit a history of symptoms was obtained 
and at least three blood-pressure readings were 
taken with the patient in the sitting position. 
Blood-cyanate determinations were made once a 
week during the first part of the therapeutic 
period, and thereafter usually once every two 
weeks. 

The determination of the cyanate content of the 
blood was done according to Barker’s modifica- 
tion of Schreiber’s technic."* The method as 


Table 1. 
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of mercury and the average fall in the diastolic 
pressures from 33 to 8 mm. Furthermore, it should 
be observed that the blood pressures in each case 
generally rose during the second control period, so 
that eventually the levels noted in the initial 
control period were approximated. The average 
decrease in blood pressure is given rather than 
the maximum decrease, in order to prevent ex- 
aggerated conclusions. The separate weekly and 
bi-weekly blood-pressure readings for each patient 
followed the same general trends as did the month- 
ly averages given in Table 1. Chart 1 gives the de- 
tails of blood-pressure changes on a typical case 
(Case 6) throughout the nine months of study. 
The symptomatic results obtained during thio- 
cyanate administration are also reported. The 


Blood-Pressure Measurements and Symptomatic Results in 15 Completed Cases Treated with Sodium 


T hiocyanate. 


AveraGeE BLoop Pressures 


MONTH OF 
THIOCYANATE THERAPY 
2nd 
mm. 
162/107 
145/115 
163/108 
197/124 
143/113 
171/101 
157/96 
217/123 
189/124 
182/104 
183/105 
141/84 
198/119 
190/102 
166/117 


MONTH BEFORE 

THIOCYANATE THERAPY 

2nd Ist 

mim. mm. 
190/132 194/128 
180/140 170/118 
186/115 180/120 
220/130 210/130 
205/140 170/135 
230/125 220/120 
200/110 180/110 
275/160 275/140 
230/150 208/140 
240/140 235/140 
210/130 225/110 
180/105 190/110 
220/140 265/153 
265/138 250/135 
186/135 218/134 


Ist 

mm. 
185/120 
145/110 
158/110 
196/123 
162/122 
185/112 
166/101 
242/139 
195/125 
188/109 
195/109 
148/92 
209/121 
198/104 
188/130 
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258/130 
190/145 
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4 
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*In order to avoid exaggeration, the average fall in blood 


3rd 
mm. 
162/103 
142/110 
148/113 
191/117 
137/108 
171/104 
157/91 
207/119 
189/120 
171/98 
152/95 
144/88 
197/114 
188/98 


Averace Faui* 
IN BLoop PRessurt 
DuRinG THIOCYANATE 
THERAPY 


SYMPTOMATIC 
RESULTS 0% 
THIOCYANATE 
THERAPY 


MONTH AFTER 
THIOCYANATE THERAPY 
3rd 
mm. mm. 
200/128 20 
182/133 j 16 
180/120 8 
231/134 32 13 
178/142 26 
223/128 
180/122 
268/159 
220/140 
182/106 
213/122 
184/117 
220/120 
230/125 
223/135 


Ist 2nd Systolic Diastolic 


mm. 

181/113 
183/130 
189/123 
210/131 

169/134 
186/113 
178/115 
245/143 
198/133 
180/104 
195/110 
177/107 
182/112 
200/105 
205/135 


mm. 
201/123 
180/130 
185/120 
224/128 
168/137 
217/120 
180/123 
261/151 
200/134 
183/105 
211/118 
178/107 
215/124 
220/120 
213/138 


mm. 
Improved 
Improved 
Not improved 
Improved 
Not improved 
Improved 
Improved 
Improved 
Improved 
Improved 
Improved 
Improved 
Not improved 
Improved 
Improved 


pressure is given instead of the maximum fall. 


tCases 2 and 5 represent two series of observations on the same patient, made one year apart. 


described by Barker makes use of an ordinary 
colorimeter, and gives results which are found to 
be approximately accurate when checked by a 
method employing the photoelectric colorimeter. 
If the blood contains only small amounts of cy- 
anate, readings with the ordinary colorimeter are 
dificult to check, but within the optimal range 
and at higher levels of blood cyanate more relia- 
ble readings can be made. Barker’s method is 
more practical than Schreiber’s for clinical appli- 
cation, since the photoelectric colorimeter is not 
generally available. 


RESULTS 


Table 1 summarizes the results obtained. Aver- 
age blood pressures by months before, during and 
after the period of thiocyanate therapy are shown 
for each patient. It will be noted that in all 
cases a definite lowering of the blood pressures 
occurred during the interval of treatment. Com- 
pared with the first control period, the average fall 
in the systolic pressures ranged from 66 to 21 mm. 


conclusions are based on an analysis of statements 
made by the patients from week to week as the 
investigation proceeded. The principal complaints 
attributable to hypertension were persistent and 
troublesome headache, nervousness and mild ver- 
tigo. In 12 cases these symptoms either decreased 
appreciably or disappeared entirely under treat- 
ment. Most of these patients felt “good” or 
“fine” while receiving thiocyanate, and all were 
definitely improved. Probably the symptom most 
affected by the drug was headache or a sense of 
cephalic fullness. In almost every case this com- 
plaint was either banished or occurred with less 
frequency and intensity. A striking sedative ef- 
fect was also experienced by most of the patients. 
Vertigo and nervousness were well controlled. 
Insomnia was markedly relieved, so that sound 
sleep at night was more readily secured. Unusual 
activity, excitement and emotional upsets were 
well borne. 

Symptoms which had been relieved during thio- 
cyanate therapy gradually returned with all 
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their original severity during the second control 
period when the drug was surreptitiously omit- 
ted. The blood pressures too, gradually rose 
again (Chart 1). In most cases, therefore, symp- 
tomatic changes paralleled changes in blood pres- 
sure, but this was not always true. Three patients 
experienced no significant change in their symp- 
toms as a result of thiocyanate, although a a lower- 
ing of the blood pressure occurred. It must be ad- 
mitted that in 1 case (Case 3) the fall in diastolic 
pressure was not striking. We have no explana- 
tion for the lack of symptomatic improvement in 
these 3 patients. 





OL Ltt i. a 4 a " aoe +. 4 = 
Case 6. Effect of Thiocyanate Therapy on Blood 
Pressure. 

The first interval of three months represents the initial 
control period, when no medication or treatment was given. 
The second three months shows the results obtained during 
the therapeutic period when sodium thiocyanate was ad- 
mimstered in a flavored vehicle. The final three months 
represents the second control period, during which the 
vehicle alone was given, the active medication having been 
omitted without the patient’s knowledge. 


Chart 1. 


No serious difficulties occurred during  thio- 
cyanate administration except in 1 case (Case 11), 
in which a moderately severe upper respiratory 
infection with laryngitis occurred shortly after 
treatment was begun, lasting for a week. The pa- 
tient for the first time in her life had three defi- 
nite attacks of angina pectoris on the sixty-ninth 
and the seventieth days of therapy. At this time 
her blood pressure had fallen to its lowest level. 
Sodium thiocyanate was then discontinued, and 
no similar attacks occurred subsequently during 
three months of observation. This case resembles 
the 2 cases reported by Palmer and Sprague,’ who 
attributed the occurrence of angina pectoris dur- 
ing thiocyanate administration to an excessive low- 
ering of blood pressure with resulting circulatory 
deficiency. Six of our patients had no toxic symp- 
toms or other difficulties while receiving the drug. 
Five experienced minor asthenia on one or more 
occasions. One of these had also intermittent 
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slight epigastric distress. Another had mild ab 
dominai pain with nausea on several occasions and 
two episodes of slight epistaxis. The difficulties 
experienced by these 5 patients were transient and 
not actually disturbing, and the thiocyanate treat 
ment was continued without ill effects. Thre« 
other patients had mild upper-respiratory infec 
tions while receiving thiocyanate. The infections 
occurred winter months in a New 
England climate, and cleared promptly in three to 
six days even though the drug was continued. 
While we suspected that thiocyanate administra- 
tion might be depressing the bodily defenses 
against infection, this action could not be proved. 

Careful observations on renal function before, 
during and after thiocyanate administration re- 
vealed no changes in the efficiency of the kidneys. 
Urinalyses also showed no significant deviations 
throughout the period study. Red-blood-cell 
counts and hemoglobin determinations disclosed 
no tendency toward the development of anemia 
during the period of medication. Repeated phys- 
ical and ophthalmoscopic examinations failed t 
demonstrate any objective changes except in Pe 
blood pressures as previously noted. Electrocar- 
diograms taken on a few patients while under 
treatment showed no deviations from others taken 
during the control periods. 

The optimal level of blood cyanate in this in 


during the 


vestigation was found to be between 5 and 7 mg. 


per cent. In this range our patients experienced 
the most beneficial therapeutic effects with the few- 
est difficulties, whereas at higher levels mild toxic 
symptoms, such as asthenia, began to appear. Bar- 
ker,’ on the other hand, reported the optima! 
therapeutic level to be between 8 and 12 mg. per 
cent; but it must be noted that in obtaining a de- 
sirable therapeutic effect, perhaps with a greater 
reduction in pressure, he was not disturbed by the 
occurrence of slight toxic manifestations. Because 
of our former experiences and our limited know|- 
edge of the new method it seemed desirable to 
try to avoid all toxic symptoms, even to the point 
of sacrificing a possible maximum effect on the 
blood pressure. With our present knowledge we 
are somewhat bolder and are obtaining greater 
effects on the blood pressure, but also, it must be 
admitted, more frequent toxic effects. 

That this form of therapy is not without its 
difficulties is shown by our experience with 
preliminary group of 5 cases through which our 
method was developed. All these lacked initial 
control periods and sufficient accurate data to 
permit including them in Table 1. They serve, 
however, to show the difficulties and dangers en- 
countered, and for this reason they are discussed 


in some detail. One patient on the ninth day of 
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active treatment suddenly developed definite symp- 
toms of thiocyanate toxicity consisting of marked 
weakness, nausea, occasional retching and tran- 
sient periods of extreme faintness without loss of 
consciousness. The blood cyanate level on the 
seventh day had been 8 mg. per cent. On the 
thirteenth day, four days after the medication had 
been stopped, the level was again 8 mg. per cent, 
and the patient had by this time recovered from 
her illness. Apparently an unusually rapid rise 
in the cyanate level had occurred, the cause for 
which was not clear. Since the patient was fright- 
ened by her experience, thiocyanate therapy was 
not resumed. A second patient developed a severe 
upper respiratory infection with sinusitis, pharyn- 
gitis and fever ten days after treatment with 
thiocyanate was started. The patient promptly 
stopped the medication, but her illness persisted 
for two weeks. The blood cyanate level on the 
seventh day had been 5 mg. per cent, and was not 
determined thereafter. Thiocyanate was not given 
again. A third patient was under treatment for 
two weeks, when the drug was discontinued be- 
cause his work interfered with visits to the clinic 
and the proper regulation of dosage. In a fourth 
case the treatment was stopped despite a lowering 
of the blood pressure, because we became fearful 
that the patient’s apparent lack of intelligence 
would make safe regulation difficult. Neither of 
the last two patients had any untoward symptoms 
while taking the drug. A fifth patient received 
sodium thiocyanate for three months and was 
followed thereafter for four months. During 
treatment he experienced a head cold and sore 
throat lasting one week but had no other un- 
toward effects. His blood pressure was definitely 
lower while thiocyanate was being given, but the 
lack of an initial control period made interpre- 
tation of the result uncertain. This case is there- 
fore not included in our group of completed cases. 


DISCUSSION 


The proper evaluation of therapeutic results in 
hypertension is extremely difficult. Ayman** has 
shown that symptoms associated with essential 
hypertension may be relieved by the mental sug- 
gestion inherent in any seriously or enthusiasti- 
cally prescribed method of therapy. In our in- 
vestigation all psychotherapeutic effects were elim- 
inated so far as possible. During an initial control 
period of three months without specific treatment 
of any kind, each case was closely studied to estab- 
lish the usual levels of blood pressure and to de- 
termine the ordinary complaints. Under sim- 
ilar conditions of observation there followed in 
succession a period of therapy with sodium thio- 
cyanate and a second control period during which 
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the patients believed they were still under active 
treatment although no sodium thiocyanate was 
given. Moreover, throughout the nine months of 
observation usually employed in each of these 
cases, we did our best to avoid influencing the 
patient’s statements concerning his condition. In 
all 15 cases there was an appreciable drop in blood 
pressure, and in 12 cases the patients were symp- 
tomatically improved during the period of thio- 
cyanate therapy. It seems particularly impressive 
that in the second control period the original com- 
plaints recurred and blood pressures gradually 
rose to approximately the initial control levels. It 
seems fair to conclude, therefore, that sodium thio- 
cyanate is effective in lowering the blood pressure 
and alleviating symptoms of patients with uncom- 
plicated vascular hypertension. 

That the thiocyanates are dangerously toxic in 
excessive doses is too well known to require com- 
ment. This study was undertaken to test the 
efficacy, safety and convenience of thiocyanate 
therapy, with a regulation of the dosage by means 
of blood-cyanate determinations. Of the 19 pa- 
tients receiving sodium thiocyanate, only 3 had 
disturbing difficulties, and in only 1 were the un- 
toward effects clearly and unequivocally due to the 
medication. Minor difficulties were encountered 
during treatment in some other cases, but these 
were never actually disturbing, did not interfere 
with further administration of sodium thiocyanate 
and were not always clearly related to the therapy. 
No patient was dangerously affected by the drug. 
No mental aberrations or skin lesions were noted. 
It therefore appears that under carefully con- 
trolled conditions, such as those employed in this 
study, sodium thiocyanate can be administered in 
effective amounts with reasonable safety. 

We insist, however, that the regulation of ad- 
ministration requires individualization of dosage 
for each patient, frequent blood-cyanate determi- 
nations and sufficient intelligence on the part of 
the patient to permit an awareness of early toxic 
symptoms. For his own safety the patient must 
be cautioned regarding the symptoms of asthenia 
and nausea so that the more serious forms of tox- 
icity may be avoided. In this study the optimal 
level of blood cyanate was found to be between 
5 and 7 mg. per cent. Only by trial and error with 
occasional change of daily doses can the blood 
cyanate level be maintained within this narrow 
range. The regulation of the patient as required 
by this method is not easy and cannot be achieved 
without laboratory assistance. Hence, this method 
for the treatment of hypertension is hardly suitable 
for routine employment by the average physician 
in his office. Furthermore, in our present state of 
knowledge this form of therapy should certainly 
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be restricted to cases of uncomplicated vascular 
hypertension. 


SUMMARY 


Sodium thiocyanate was administered accord- 
ing to the method of Barker under carefully con- 
trolled conditions to 14 patients suffering from 
uncomplicated vascular hypertension. 

The dosage was controlled by the blood cyanate 
concentration, the optimum level of which was 
found to range between 5 and 7 mg. per cent. 
The daily amount of sodium thiocyanate which 
produced and maintained this level varied for 
different patients. 

A lowering of blood pressure was obtained in 
every case. The average fall ranged from 66 to 
21 mm. systolic and 33 to 8 mm. diastolic. 

Marked symptomatic relief, especially of head- 
ache, nervousness and vertigo, was obtained in 12 
of our patients. 

Toxic symptoms observed were occasional epi- 
sodes of transient weakness and infrequent at- 
tacks of mild epigastric distress. In addition, 
nausea, vomiting and marked weakness occurred 
in 1 patient and three attacks of angina pectoris in 
another. 


CONCLUSIONS 


We believe that thiocyanate therapy constitutes 
a useful remedy for the treatment of uncompli- 
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cated vascular hypertension, provided dosage can 
be properly controlled by means of blood-cyanate 
determinations. 

This method necessitates careful selection, ob 
servation and regulation of the patient. Th 
extent of its clinical application to the treatment of 
vascular hypertension is somewhat limited 
these requirements. 
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CARCINOMA OF THE GASTROINTESTINAL TRACT® 


HE individual with advanced carcinoma is 

almost invariably doomed to a wretched ex- 
istence, fraught with discomfort and only too often 
by intractable pain. I feel convinced that the duty 
of the physician is not to prolong a life of misery, 
burdensome alike to the patient and to his fam- 
ily, but to attempt by every possible means to re- 
lieve the suffering, even facing if necessary a high 
operative mortality in order to accomplish this 
object. 

Distressing symptoms in late malignancy of the 
gastrointestinal tract may be ascribed to several 
different factors. First are those symptoms refer- 
able to the growth itself. At an early date in 
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tAssistant professor of surgery, Harvard Medical School; surgeon-in-chief, 
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the life history of a carcinoma of the alimentary 
tract, the growth becomes ulcerated and conse- 
quently infected. Necrosis, penetration and_per- 
foration — followed by fistula, which may be in- 
ternal or external, abscess and occasionally peri- 
tonitis— may occur. Tenesmus and an annoying 
discharge may render unbearable the life of the pa- 
tient with carcinoma of the rectum. The train of 
symptoms accompanying ulceration is rarely re- 
lieved by the simpler surgical measures that have 
been resorted to in the past. 

Second are the complications arising from me- 
chanical factors associated with the growth. In- 
tractable vomiting in cancer of the pyloric end of 
the stomach, and intestinal obstruction as the first 
clear-cut manifestation of cancer of the sigmoid, 
are familiar to us all. Obstruction of the smal! 
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bowel may occur where a loop becomes involved 
by actual extension of the lesion or by agglutina- 
tion to the inflammatory reaction about a_per- 
forated growth. The older, less radical procedures, 
such as gastroenterostomy, lateral anastomosis and 
colostomy, have a definite place in dealing with the 
mechanical complications and will relieve the ob- 
structive element, but do not free the patient 
from the dangers and discomforts due to the pres- 
ence of a foul, sloughing, ulcerated and_ bleed- 
ing growth. Even the duration of life following 
such procedures is disappointingly short. This 
fact was emphasized some years ago by Parsons* 
in a series of gastric cases from the Massachu- 
setts General Hospital, in which it was found 
that eight months was the average survival fol- 
lowing gastroenterostomy. 

The third major cause of suffering is the ex- 
cruciating pain resulting from pressure of metas- 
tatic masses, frequently spinal, on sensory path- 
ways. Fortunately, this particular location of me- 
tastasis is a less common accompaniment of cancer 
of the gastrointestinal tract than of mammary or 
prostatic cancer, but sciatic pain is often intractable 
in the advanced rectal lesion. X-radiation is gen- 
erally beneficial, but more radical neurosurgical 
measures may be demanded. 

Liver metastasis, the commonest site of distant 
involvement in carcinoma of the colon, usually 
causes little active pain, but occasionally where 
metastases increase rapidly in size extreme suf- 
fering is produced. In my experience, the se- 
vere nausea and vomiting occasioned by radiation 
over the hepatic area renders resort to x-ray 
futile, and the physician must fall back on opium 
or its derivatives, and be limited in the size of 
the dose only by the amount necessary to give 
relief. 

Gastrointestinal cancer progresses insidiously. A 
slight alteration in the bowel habit that is viewed 
without suspicion may be the only symptomatic 
expression of a cancer of the large bowel in its 
growth to irremediable proportions. Pyrosis or 
substernal distress may be the only symptom that 
ultimately leads to an x-ray investigation which 
reveals massive cancerous involvement of the stom- 
ach. Close to 10 per cent of rectal carcinomas 
have had some minor rectal procedure, such 
as hemorrhoidectomy or stretching of the anal 
sphincter within a year’s time of the actual diag- 
nosis of the lesion. One in 4 of the carcinomas 
of the colon coming to operation at the Beth 
Israel Hospital present primary lesions compli- 
cated by inflammatory masses, abscesses, perfora- 
tions or fistulas. 


The operative curability of carcinoma of the stomach. 
J. Med. 209:1096-1101, 1933. 


*Parsons, L.: 
vw Eng 
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Fortunately many of these lesions are slow- 
growing, and though recognition may be tardy, 
surgery has much to offer. Even in the advanced 
case, where eradication of the disease is impossible, 
if comfort can be given the patient for a reason- 
able length of time neither the magnitude of the 
operation nor the considerable operative mortality 
should be a contraindication to extensive resection, 
in view of the inevitably fatal prognosis of the 
disease, with its attendant suffering. 

With the advent of graded operative procedures, 
many lesions that formerly would have been classed 
as inoperable can ultimately be excised. Multiple 
resections can be carried out in stages, as for ex- 
ample where a gastric carcinoma has invaded 
the colon and both transverse colon and a large 
portion of the stomach can be removed. Excision 
of a seemingly irremovable cancer of the large 
bowel with perforation can at times be accom- 
plished by preliminary drainage of the abscess, 
secondary anastomosis around the growth and 
finally a resection of the lesion. Furthermore, re- 
section of the primary growth is not contra- 
indicated by the presence of liver metastases or 
extension elsewhere if it seems probable that the 
patient will live a year or more. Surprisingly 
gratifying results, from both the comfort afforded 
the patient and the duration of life following re- 
section, are often encountered. 


A word should be said regarding permanent 
colostomy. The discomforts of life in such cases 
have been grossly exaggerated in the past. With 
the present method of performing a left colostomy 
and instruction of the patient regarding the proper 
care of the large bowel and regulation of the 
diet, an active, useful existence may be anticipated. 
Every second or third day the patient gives himself 
a colonic irrigation, taking half or three quarters 
of an hour, and then applies a simple pad or per- 
haps a metal shield to the stoma. Discharge is 
absent or minimal during the intervening period, 
if indiscretions in the diet are avoided. Business, 
entertainment and exercise may all be freely in- 
dulged in. 

The following case histories are illustrative of 
the results that may be obtained by resection of 
the primary growth in certain cases of advanced 
gastrointestinal carcinoma: 


CASE REPORTS 


Case 1. An 85-year-old woman reported a change in 
bowel habit of 1 year’s duration. There was a bloody 
mucoid discharge, and tenesmus so severe as to confine 
her to the house and most of the time to bed. Ten months 
previous to admission the sphincter had been dilated, with 
only temporary relief. At operation, performed under low 
spinal anesthesia, the sphincter was widely dilated, and 
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a movable, ulcerated carcinoma about 5 cm. within the 
internal sphincter was excised locally and sutured. The 
patient was comfortable and active for 10 months. Rapid 
massive pelvic recurrence then occurred, and she died ap- 
proximately 1 year after operation. 


Case 2. A 54-year-old woman reported right-lower- 
quadrant pain of 15 hours’ duration. She had been treat- 
ed for the last 2 years for ulcerative colitis with bloody 
diarrhea. The temperature was 103°F. and the white-cell 
count 17,000. There was distention, spasm and tenderness 
on the right side. At operation a large, inflammatory 
mass secondary to a carcinoma of the ascending colon 
was found. An ileotransverse colostomy was done. Two 
weeks later resection was performed. The mass was ad- 
herent to the liver, kidney and duodenum and required 
extensive removal of the perinephritic capsule and a por- 
tion of the lateral duodenal wall. The patient had a com- 
fortable, active existence for almost 4 years and then died 
of uremia, with local recurrence of the tumor in the right 
renal region. 


Case 3. A 40-year-old woman had a history of three 
previous operations: an appendectomy, a uterine suspen- 
sion and a cholecystectomy, the latter 7 years previously. 
The present illness consisted of lower abdominal cramps 
and frequent bowel movements, of | year’s duration, A 
large, tender mass was felt occupying the right side of the 
abdomen. An x-ray film showed a large, irregular filling 
defect involving the cecum and the ascending colon. Op- 
eration was performed in three stages: drainage of the 
pericolic abscess, ileotransverse colostomy and resection of 
the right colon. The pathological report was carcinoma of 
the colon with extension to the mesentery, and pericolic 
abscess. The patient remained in the hospital for 2% 
months. Ten months after her discharge, she had gained 
weight and strength, and had no gastrointestinal symp- 
toms or evidence of recurrence. 


Case 4. A 75-year-old woman reported persistent se- 
vere vomiting, weight loss and increasing weakness of 4 
months’ duration. At another clinic 7 years previously 
operation for a tumor of the stomach had been advised 
but was refused. A transcript of the record from the 
clinic stated that x-ray had revealed a large, irregular 
prepyloric filling defect, and a diagnosis of carcinoma had 
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been made. Mild gastric symptoms had persisted since 
then but only in the last 4 months had symptoms of ob- 
struction occurred. The patient was greatly emaciated, 
dehydrated and sclerotic. After adequate preoperative 
preparation a subtotal gastrectomy and gastroduodenostomy 
were done under local anesthesia and splanchnic block, 
There was a large, malignant mass filling and obstructing 
the distal end of the stomach, with extensive infiltration 
ot the gastrohepatic omentum. Three and a half months 
after operation the patient had gained 12 lb.. and her 
strength had increased. There had been no nausea or 
vomiting. She was readmitted a few days ago with a fe 
cal impaction, 


A 40-year-old man reported epigastric pain of 
2 years’ duration. There had been vomiting and loss of 
weight for 4 months. He was markedly emaciated. There 
was a firm, irregular, fixed mass the size of an orange 
in the epigastrium. Operation was done in two stages. At 
the first stage a large, obstructing carcinoma of the 
stomach, with involvement of the transverse colon, was 
found. A posterior gastroenterostomy and colocolostomy 
were performed. The second stage consisted in resection 
of the stomach and the transverse colon. The pathological 
report was scirrhous carcinoma of the stomach, with in- 
volvement of the transverse colon and metastasis to regional 
lymph nodes. It is now 5 years after operation; the pa- 
tient works daily, maintains full activity, has no gastro- 
intestinal complaints and feels perfectly well. 


Case °. 


SUMMARY 

It is urged that every reasonable effort be made 
to remove a primary carcinoma, where it may 
be expected that the course of the disease will 
exceed eight or ten months. Graded procedures 
will convert many growths that at first sight appear 


inoperable into resectable lesions. In advanced gas- 
trointestinal carcinoma a life of lingering wretched- 
ness can at times be converted into an existence 
relatively free of suffering, and life itself mav be 
happily and surprisingly prolonged by the applica- 
tion of radical surgical procedures. 


319 Longwood Avenue. 
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ANGINA PECTORIS AND ITS RELATION TO 
CORONARY ARTERY DISEASE* 


Samuet A. Levine, M.D.+ 


BOSTON 


HE relation of angina pectoris to disease of 

the coronary arteries is so intimate and se- 
quential that discussion of the former is a natural 
prelude to a survey of the latter. It is therefore 
my purpose to touch upon some aspects of the 
general topic of angina pectoris, and particularly 
to try to define its clinical picture, its limitations 
and connotations, and to lessen the confusion that 
still reigns in the minds of some physicians con- 
cerning its proper significance and its justifiable 
use in medical terminology. At the outset, it must 
be stated that whatever opinions may here be 
expressed are more the result of clinical and path- 
ological experience than of physiological experi- 
ments or observations. However, there are many 
data of the latter type that support the conclu- 
sions reached at the bedside. 


Terms used in medical diagnoses have various 
origins. The causes of this are numerous. During 
the early stage of development of medical knowl- 
edge, descriptive terms were used that helped to 
identify or characterize certain states. An exam- 
ple of this is “scurvy,” which proved to be a good 


choice despite the fact that it was used for gener- 
ations before anything was known about vitamins. 
It is also of interest that this disease is most likely 
due to a single etiologic factor. Another method 
of designating disease entities that has become a 
medical heritage is to ascribe to the disease the 
name of the one who first brought it to light or 
first described and unified it. This is often con- 
venient but is not necessary or advisable once the 
specific etiology becomes established. The term 
“Hodgkin’s disease” has served and will continue 
to serve a useful purpose in this way until the 
exact cause of the condition is known. Likewise 
“pernicious anemia” was for a long time a suitable 
term in descriptive diagnosis, until the intrinsic 
factor of the stomach was discovered by Castle. 
The ultimate cause of any condition may prove 
to be a specific infectious agent or a peculiar but 
well-defined disturbance in physiological function. 
An example of the former is undulant fever, 
and of the latter osteitis fibrosa cystica. The one 
may now be called Bacillus melitensis fever, and 
the other hyperparathyroidism. 


If we now turn to the term “angina pectoris,” 


*An address delivered at the New York Academy of Medicine before the 
Medical Society of the County of New York, on April 25, 1938. 

tAssistant professor of medicine, Harvard Medical School; senior associate 

medicine, Peter Bent Brigham Hospital. 


we find that it was first used by Heberden to 
describe a group of patients suffering from a 
peculiar distress in the chest. During the past 
century and a half there has been considerable 
controversy as to the cause of this condition. 
Numberless theories have been proposed, although 
at present the prevailing opinion and the one 
most generally accepted is that it is due to myo- 
cardial anoxemia, a theory first suggested by 
Keefer and Resnik.’ Even if there is some doubt 
as to its ultimate mechanism, the term “angina 
pectoris” may still be very profitably used to des- 
ignate a certain clinical condition that can be 
readily recognized. The continuation of such 
usage need not prevent further elucidation of the 
mechanism and the pathogenesis of the condition. 

The main difficulty in the problem of angina 
is that diagnosis depends almost entirely on the 
evaluation of symptoms. With most diseases, 
when there are significant symptoms there are 
also objective signs or some sort of tests that 
help to confirm or establish the correct diagnosis. 
There are no such objective tests in angina pec- 
toris, except in so far as the original symptoms 
may be reproduced by some procedure that the 
physician performs. Evidence of organic disease 
of the heart may or may not be elicited, but even 
if present it merely incriminates the heart as a 
diseased organ, and fails to establish the diagnosis 
of angina. It is evident, therefore, that the history 
of the symptoms is all-important. What is not 
fully appreciated is that they may be and often 
are very mild, and so insignificant in the mind of 
the patient that he does not even mention them 
to his physician. In this way many patients have 
angina and neither they nor their medical attend- 
ants are aware of it. 

The mildness of the symptoms of angina af- 
fords no reliable measure of the gravity of the 
condition. A quotation from an article by me,” 
published in 1922, may be appropriate: 

It would be well if we could do away with such 
terms as false angina, pseudo-angina and juvenile 
angina. . . . The diagnosis of angina pectoris is to be 
used in heart disease when it is meant that the patient 
has attacks of oppression or constriction or pain in the 
chest, generally in the region of the sternum — having 
a more or less characteristic distribution and radiation, 
especially related to effort. It must also mean that the 
patient whose condition is so diagnosed is likely to die 
suddenly, either with little warning or after only a short 
illness. . . . The expression “This patient has a little 














angina” should mean that the diagnosis is angina pec- 
toris, but that the pain, not the disease, is slight, for the 
patient with only a slight amount of pain may be dead 
of angina in a few days. 


We either know whether or not a patient has 
angina pectoris or we are uncertain; in most cases 
a definite decision can be made. 

Whether there is a constant and unique patho- 
logical cause for angina is not of primary impor- 
tance. Hyperparathyroidism and hyperthyroidism 
indicate an overfunctioning of the respective 
glands, and may be due to a localized adenoma 
or a diffuse hyperplasia. All these conditions re- 
flect a disturbance in function. Auricular fibril- 
lation occurs in a great variety of circumstances 
and there is no constant pathological cause. It 
even occurs in some patients who have no detecta- 
ble organic disease. Although it is then generally 
benign, it may of itself be the cause of severe con- 
gestive heart failure, and when it is treated prop- 
erly complete subjective and objective recovery 
may take place. Are we therefore to discontinue 
the use of the term “auricular fibrillation” be- 
cause of the multiplicity of its related conditions? 
However, it is now believed that angina has a 
uniform physiological cause, that is, myocardial 
anoxemia, and in fact is accompanied by only a 
few related pathologic conditions. On very rare 
occasions severe anemia, paroxysmal rapid heart 
action or hyperthyroidism may be responsible for 
anginal distress. Here relative myocardial anox- 
emia results either because the demand for oxygen 
becomes greatly increased as in hyperthyroid- 
ism, or because the supply becomes diminished as a 
result of the anemia or the very rapid heart rate. 
Even under these circumstances the coronary ves- 
sels are apt to be sclerosed or narrowed. Similar 
factors are involved in some cases of aortic val- 
vular disease. Here occasionally angina occurs, in 
the absence of appreciable disease of the coronary 
arteries, because of the tremendous increase in the 
work of the left ventricle. When the above- 
mentioned conditions are not present, — and often 
when they are,—angina is always the result of 
such pathologic changes in the coronary arteries 
as produce narrowing of the lumen. 

It follows that except for the few conditions 
just mentioned in which angina is otherwise ade- 
quately explained, it is always due to sclerosis of 
the coronary arteries. Although some authors 
have reported isolated cases of angina occurring in 
patients with a normal heart, I have never seen a 
case in which I failed to find significant changes 
in the coronary arteries, unless some other condi- 
tion like aortic stenosis was present. It is con- 
ceivable, however, that a normal heart may de- 
velop myocardial anoxemia as a result of a most 
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severe effort, and that this in turn may cause 
sudden death. 

The terms “angina pectoris” and “coronary 
sclerosis,” however, are not synonymous, for while 
the former is always due to the latter (with the 
exceptions mentioned above), coronary sclerosis 
is not always associated with angina. I have seen 
cases of marked sclerosis of the coronary arteries, 
even some where it was visualized during life 
on fluoroscopic examination, in which there was 
no element of angina. Similarly, we see cases 
with extensive sclerosis of the arteries of the legs 
without intermittent claudication. The reason for 
this discrepancy may lie in the fact that although 
the main vessels are sclerosed the blood supply 
to the heart muscle through the finer branches 
may still be adequate. In a word, the term “angina 
pectoris” denotes an important functional state 
generally due to a predictable structural abnor- 
mality, and foretells a peculiar clinical course that 
the case may be expected to follow. 

There is considerable similarity between the 
significance of the terms “angina pectoris” and 
“the rheumatic state.” We do not know the cause 
or the underlying defect that is responsible for 
rheumatic fever; yet we have a fairly clear com- 
prehension of its dangers and possible subsequent 
developments. We know that an individual who 
is rheumatic may have nosebleeds and vague 
aches, run a low-grade prolonged fever, show 
cardiac murmurs and be subject to the later de- 
velopment of bacterial endocarditis or stenosis of 
the valves of the heart. When a patient shows 
some of these early features, he may very prop- 
erly be considered as suffering from “the rheu- 
matic state.” We are aware of our limited knowl- 
edge of this condition, but also appreciate its 
clinical and pathological potentialities. Likewise 
a patient suffering from angina pectoris is in a 
peculiar state which the term designates, a state 
which carries with it certain very ominous clin- 
ical and pathological connotations. Both con- 
ditions are so important and so unique that they 
must be recognized whenever present and isolated 
from others, so that we may be able to foretell 
the future course of events. 

One can readily see how easy it is to over- 
look the diagnosis of angina, for it depends en- 
tirely on the evaluation of symptoms. The pa- 
tient may be unconscious, or because of lack of 
intelligence, language difficulties or other reasons 
may be unable to describe his symptoms. An 
even more frequent cause for missing the diagnosis 
is the fact that the symptoms may be so mild or 
may have occurred so long ago that the patient 
does not mention them. It is absolutely neces- 
sary for the physician to make a deliberate in- 
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quiry in search for the symptoms of angina pec- 
toris. There is nothing more important in the 
practice of adult internal medicine than to ask 
every patient whether he has any sort of distress 
in the chest while hurrying or while walking up- 
hill, especially in the cold weather or after a meal. 
If we fail to ask certain routine questions in our 
daily practice, there are generally other proce- 
dures that give us a clue and enable us to sus- 
pect or arrive at a diagnosis. If we forget to in- 
quire whether a patient has ever had hemoptysis, 
we may yet find rales at the apex of the lung and 
make the diagnosis of tuberculosis. Or if we fail 
to ask if he has ever had rheumatic fever, we 
can still find the murmur of mitral stenosis or 
aortic insufficiency. But if we do not deliberately 
ask whether there has been constriction or pain in 
the midchest or arms on hurrying or excitement, 
we have practically no other way of establishing 
the diagnosis of angina. 


Time and time again patients whom I have 
seen and who were never regarded by their phy- 
sicians as having angina, died unexpectedly. In 
all these cases I had obtained a definite history of 
chest distress that was characteristic enough to 
establish the diagnosis of angina. This oversight 
is particularly frequent when patients develop con- 
gestive heart failure. They may carry on for 
several years, running an up-and-down course, 
time after time becoming free of edema and 
dyspnea on appropriate treatment. Finally, while 
they may have been ambulatory and doing 
fairly well, they die suddenly. The point that 
was overlooked was that not infrequently such 
patients had mild but clear-cut symptoms of 
angina before the congestive symptoms developed. 
They had had some constriction in the chest 
on hurrying several years before, but did not 
speak of it, mainly because it was no longer 
troublesome. But it did identify the condition 
as angina and account for the sudden death. 
Sometimes one can even unravel the fact that con- 
gestive heart failure first appeared after an epi- 
sode which could be identified as an acute coro- 
nary thrombosis. Occasionally no preceding his- 
tory of angina can be elicited, yet the electrocardio- 
grams are distinct enough to show that there is 
significant coronary-artery sclerosis, or even an 
old myocardial scar. Such patients also may die 
suddenly, and one can assume that they died in 
their first attack of angina, provided there is no 
other adequate cause of sudden death such as 
rupture of the ventricle. In fact, the overwhelm- 
ing majority of cardiac patients do not die sud- 
denly unless they have angina or sclerosis of the 
coronary arteries. There are some unexplained 


sudden deaths in heart disease, but if all the 
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facts were known, most of the victims would be 
found to have had angina. 

There are a few simple clinical observations con- 
cerning angina that may bear brief discussion. 
One is its relation to aortic valvular disease. We 
have too readily accepted the relation between 
angina and aortic insufficiency. It is curious that 
aortic insufficiency due to syphilis very rarely pro- 
duces angina unless the coronary orifices are nar- 
rowed or occluded. However, aortic stenosis, 
rheumatic or arteriosclerotic, whether or not ac- 
companied by aortic insufficiency, is very com- 
monly associated with angina. This accounts 
for the general experience that aortic cases are 
much more subject than mitral ones to sudden 
and unexpected death. The element of stenosis 
appears to be much more important than that of 
insufficiency of the valve. In fact, I doubt whether 
the low diastolic pressure of aortic insufficiency 
is at all as significant in the production of angina 
as our physiologically minded colleagues have led 
us to believe. There is postmortem confirmation 
of the fact that although most patients with aortic 
stenosis and angina are old enough to have an 
appreciable degree of coronary sclerosis, which 
may account for the angina, there are others who 
have normal coronary vessels.* 

Another fact that is of some interest and of 
considerable practical importance is the infre- 
quency of normal or subnormal blood-pressure 
findings in women with angina as compared to 
men. Whereas normal or low-pressure readings 
are common in men, they are rare in women, and 
particularly so under the age of fifty-five. I know 
of no satisfactory explanation of this difference, 
but it should serve as a valuable aid to making 
the physician skeptical of the diagnosis of angina 
(in the absence of aortic valvular disease) in a 
comparatively young woman when hypertension 
is absent. Although on rare occasions the diag- 
nosis of angina will prove to have been correct, 
much oftener the chest symptoms will be found 
to have been due to neurosis, spondylitis, biliary 
disease, diaphragmatic hernia or some _ other 
cause. 

Finally, I should like to call attention to the 
differences between spontaneous attacks of angina 
which the patient experiences and those repro- 
duced by functional tests. When the latter are 
performed by the two-step method or a similar 
procedure, the attacks seem to be fairly constant 
in behavior. They last but a short time, and 
recur with surprising regularity after a given 
amount of effort has been made. One should 
not infer from this that similar regularity will 
characterize all attacks that are experienced by 
our patients. In the experiments, most of the ex- 
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traneous factors are fairly well controlled and 
one measures the direct effect of physical work. 
When attacks occur spontaneously while the pa- 
tient is asleep or listening to the radio, neurogenic 
influences and reflexes must be involved. They 
may all eventually reflect themselves in terms of 
increased work of the heart, but the character and 
development of the attack vary. It is implied in 
the current literature that the characteristic at- 
tack of angina must last a few minutes and that 
increased response to effort is the entire measure 
of the progress of the disease. But we see pa- 
tients whose attacks last much longer than this 
and yet show no evidence which would justify 
the diagnosis of coronary thrombosis or myo- 
cardial infarction. Furthermore, there are cases 
of recurrent angina with the patient at rest in 
which influences that diminish nervous irritability, 
such as isolation or even bromides, have caused 
considerable improvement. In other words, there 
are trigger mechanisms involved in the production 
of anginal attacks that are not measurable in sim- 
ple terms of foot pounds of work, which need to 
be carefully appraised in treating the patient. 


SUMMARY 


“Angina pectoris” is a useful term, but should 
be confined to designate patients suffering from a 
peculiar type of distress in the chest or neighboring 


structures who are liable to sudden, unexpected 
death. The diagnosis depends almost entirely on 
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the proper interpretation of symptoms. For this 
reason, direct inquiry is often necessary in order 
to avoid overlooking many cases of angina. The 
characteristic complaints may be so mild or may 
have occurred so long ago that they are not men- 
tioned by the patient. This accounts for the fre- 
quent occurrence of sudden death in patients with 
cardiac illness in whose cases the diagnosis of an- 
gina was overlooked. 

Except for a few conditions like paroxysmal 
rapid heart action, hyperthyroidism, anemia and 
aortic valvular disease, angina is always associated 
with pathologic changes in the coronary arteries. 
Even in the conditions just mentioned these ves- 
sels are often involved. 

Angina pectoris is not synonymous with sclerosis 
of the coronary arteries, for the former is a func- 
tional state and the latter is a structural one. The 
latter may be present in the absence of the former. 

Spontaneous attacks of angina may involve 
factors, especially neurogenic ones, different from 
those which obtain when attacks are reproduced 
deliberately by performing functional tests such 
as the two-step test. 


270 Commonwealth Avenue. 
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RECURRENT APPENDICITIS 
Cuartes A. Lams, M.D.* 


BOSTON 


HE importance of considering the history of 

previous attacks of appendicitis in relation 
to an existing or future attack seems not to have 
been adequately emphasized. That there is a 
difference of opinion as to whether previous at- 
tacks of appendicitis influence a future attack is 
justification enough for an exposition of the sub- 
ject. It is an accepted fact that residual lesions 
can occur in the appendix following an acute at- 
tack. That these lesions may have some influ- 
ence on a subsequent attack is not fully appre- 
ciated. With this last thought in mind, we have 
made an effort through clinical and pathological 
study of a series of 106 cases to answer the ques- 
tion as to whether acute appendicitis in a pre- 


*Assistant in surgery, Harvard Medical School; assistant to the visiting 
surgeons, Boston City Hospital. 


viously diseased appendix is likely to be more 
severe than in a previously normal appendix. 
Among the residual lesions in an appendix, two 
may be mentioned as being the most important. 
The first is obstruction to the lumen, and the 
second a lesion in the mucous membrane. In a 
series of beautiful experiments on the rabbit's ap- 
pendixt Wells' showed that there was at least 
one certain way to produce appendicitis. His 
method consisted of creating an obstruction at the 
base of the appendix, either by ligature or by a 
foreign body, and damaging the mucous mem- 
brane. He further demonstrated that obstruc- 
tion alone at the base would result in a mucocele. 
Injection of bacteria intravenously or directly into 
the normal appendix did not result in appendicitis. 


tWells chose the rabbit because it is the only laboratory animal that 
has an appendix even remotely resembling the human organ. 
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His paper suggests that recurrent attacks of ap- 
pendicitis may produce changes in the appendix 
which predispose that organ to early rupture in 
some subsequent attack. 


Wangensteen and Bowers* have demonstrated 
that relatively few cases of early acute inflamma- 
tion show organisms in the tissues, but that when 
gangrene appears the incidence of organisms is 
greatly increased. Van Beuren* has shown in 
cases of intestinal obstruction with rupture that 
the primary cause of gangrene of the intestine 
is local ischemia of the tissue involved, due to 
the greatly increased intraluminal pressure with 
consequent interference of circulation. Van 
Zwalenburg’ has shown admirably the sequence 
of events that occurs in a distended hollow viscus. 
He established that as distention increases the 
smaller veins of the involved viscus collapse, and 
are no longer able to transport the blood which 
the arteries with their higher pressure continue 
to deliver. As a result a cycle is set up in which 
eventually the circulation is stopped and gan- 
grene rapidly supervenes. In this chain of events 
bacteria are not necessary to explain any part of 
the tissue damage. Meleney® states that there 
seems to be little association between the type of 
organisms and the severity of the lesion in acute 
appendicitis, and that the number of organisms 
introduced into the peritoneal cavity, plus the 
presence of irritating intestinal juices, is of greater 
importance than the type of organism. Clute’ 
holds that a history of repeated attacks of appen- 
dicitis deserves serious consideration in determin- 
ing the diseased condition of the appendix, and 
also that such attacks are a leading cause of its 
obstruction. Bowers‘ reports that in a study con- 
ducted in the Minneapolis General Hospital in 
1935 “there was an incidence of definite obstruc- 
tion to the lumen in the acute cases, caused by a 
fecalith in 60 per cent of the cases. In perforated 
cases the incidence of obstruction rose to 97 per 
cent, a fecalith being the obstructing mechanism 
in 81 per cent.” For the most part the appendices 
gave pathological evidence of closed loop obstruc- 
tion, with all inflammation distal to the point of 
obstruction. Distention was marked, with thin- 
ning of the walls, the perforation always being 
on the anti-mesenteric side. Correlated with these 
findings, bacteria were found in the submucosal 
tissues of only 12 per cent of the non-gangrenous 
appendices. 

It is logical to postulate that obstruction and 
damage to the mucosa clinically can be caused by 
recurrent attacks of appendicitis interfering in 
some manner with the normal drainage of that 
organ. This interference may arise from a stric- 
tire in the appendiceal opening into the cecum, 
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where the normal lumen is narrower than in the 
other parts of the appendix; by fecaliths, which 
are prone to develop as the result of a poorly 
emptying appendix; or by alteration of the nor- 
mal neuromuscular mechanism as a result of 
repeated attacks of acute inflammation, with con- 
sequent scarring and contraction of the wall of 
the appendix. 

The 106 cases in this series were selected for 
comparison between acute appendicitis without 
rupture and acute appendicitis with rupture. They 
were selected from private practice and from the 
wards of the Boston City Hospital; the past his- 
tories were taken by me, except for a few pa- 
tients who were seen by the house officer or resi- 


dent. Pathological examinations were made by 
Table 1. Acute Appendicitis with and without History 
of Previous Attacks. 
CASES WITH CASES WITHOUT 
RUPTURE RUPTURE 
No. % No. % 
Previous attacks (44 cases) 7 18 40.0 26 ~=-60.0 
No previous attacks (62 cases) .. 33 53.0 29 47.0 
Totals 51 55 





Dr. Jesse Edwards of the Pathological Depart- 
ment of the Boston City Hospital or by Dr. 
Shields Warren, pathologist of the New England 
Deaconess Hospital. It was assumed that the 
ruptures occurred at time of operation, although 
it is obvious that the exact time could not be ac- 
curately stated. 


Table 2. Histological Study of Acute Appendicitis. 


CASES WITH CASES WITHOUT 





RUPTURE RUPTURE 
No. % No % 
Evidence of previous attacks (30 
cases) . : 10 «33.0 20 67.0 
No evidence of previous attacks (18 
ee er er ree 5 27.0 1373.0 
Totals 15 33 
Of the 106 cases, 48 were suited to accurate 


pathological study, the entire appendix having 
been removed and satisfactorily sectioned. The 
other cases were not recorded as pathologically 
studied, either because the appendix had not been 
removed entirely, or because the tissues were too 
damaged for study, or because cross sections were 
made of areas that were unsuitable for study. In 
59 per cent of the cases there was agreement be- 
tween the diagnosis made on the basis of the 
clinical history and that based on microscopic ex- 
amination. 

From the evidence presented it seems justi- 
fiable to recommend interval removal of the ap- 
pendix in patients who give a history of having 
had appendicitis, even though there are no ex- 
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isting symptoms referable to the appendix. This 
is demonstrated in Table 3, where it is seen that 


Table 3. Duration of Symptoms before Operation in 51 
Cases of Acute Appendicitis with Rupture. 


TYPE 24 HR. 24-48 48-72 


OF DISEASE OR LESS HR. HR. AND OVER 
Recurrent appendicitis. 9 5 2 2 
3 > 
Initial appendicitis. 3 4 6 2 





in the recurrent attacks, in 9 of 18 cases there was 
rupture in twenty-four hours or less, whereas in 
the initial attack of appendicitis, in only 3 of 
33 cases was there rupture in this short period. 
Even in the non-ruptured series (Table 4) 17 of 


Table 4. Duration of Symptoms before Operation in 55 
Cases of Acute Appendicitis without Rupture. 











TYPE 24 HR. 24-48 48-72 


72 HR. 

OF DISEASE OR LESS HR. HR. AND OVER 
Recurrent appendicitis. 17 5 3 2 
Initial appendicitis... 10 8 3 





27 of those who had had appendicitis had symp- 
toms so severe that they came to operation in 
twenty-four hours or less from the beginning of 
their attacks, but only 7 of 28 patients with the 
initial attack came to operation in so short a 
time. 

Thirty per cent of all patients took some cathar- 
tic; in 20 per cent of these cases, and in 10 per 
cent of those in which cathartics were not taken, 
the appendix ruptured. More of those who had 
symptoms of appendicitis for the first time took 
cathartics than of those having a repeated attack. 
Forty-two per cent of all patients with acute 
appendicitis reported previous attacks, with about 
equal distribution between ruptured and non- 
ruptured cases. Twenty-five per cent of the rup- 
tured cases had a history of digestive disturb- 
ances (twinges of pain in the right lower quad- 
rant, constipation, flatulence, indigestion, and so 
forth) between attacks. None of the cases classi- 
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fied as with an initial acute attack of appendicitis 
had had any previous symptomatology which 
might be related to the appendix. Sixty-six per 
cent of the ruptured cases examined histologically 
showed evidence of previous attacks. 

Failure to visualize the appendix by x-ray after 
a barium enema plus a clinical history of an attack 
of appendicitis makes it seem justifiable for the 
surgeon to advise appendectomy. I believe that 
this would lessen our high and apparently in- 
creasing mortality rate,* for there is not the 
slightest doubt in my mind that many cases of 
peritonitis due to a ruptured appendix are in- 
directly caused by pathologic changes in that or- 
gan arising from a previous attack of appendi- 
citis. 

SUMMARY 

Previous attacks of appendicitis definitely in- 
crease the severity and speed of the disease in sub- 
sequent attacks and make rupture more probable. 

Forty-two per cent of the patients operated on 
for acute appendicitis in a series of 106 cases had 
had the disease before. 

Removal of the appendix in the interval stage 
seems justifiable. 


311 Beacon Street. 
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MASSACHUSETTS MEDICAL SOCIETY 


PROCEEDINGS OF THE COUNCIL 
SraTeD Meetinc, Ocroser 5, 1938 


STATED meeting of the Council of the 

Massachusetts Medical Society was held in 
John Ware Hall, Boston Medical Library, 8 
Fenway, Boston, on Wednesday, October 5. The 
president, Dr. Channing Frothingham, Suffolk, 
was in the chair, and 177 councilors were present. 
(See Appendix No. 1.) 

The meeting was called to order at 10:30 a. m. 
by the President. The record of the last meeting 
of the Council, held on June 1, 1938, was presented 
as published in the New England Journal of Medi- 
cine, issue of June 30, 1938. It was duly accepted 
as published. 


The following obituaries of the three councilors 
who had died since the last meeting were read 
by the President: 


Dr. Homer Gage, of Worcester, died July 3, 1938, at 
his summer home in Shrewsbury at the age of seventy- 
seven. 

The son of Dr. Thomas H. Gage, a former president of 
the Massachusetts Medical Society, he received his A.B. 
from Harvard in 1882, his A.M. (magna cum laude) in 
1883 and his M.D. in 1887. 

After practicing in Worcester for a few years he devoted 
his time exclusively to surgery, becoming visiting surgeon 
to the Memorial Hospital, St. Vincent Hospital and the 
Worcestér City Hospital. He was a fellow of the Ameri- 
can Medical Association, the American Surgical Associa- 
tion, of which he was president in 1923, and the Ameri- 
can College of Surgeons. He was also a member of the 
Life Assurance Medical Directors Association, serving as 
president in 1917 and as a director and member of the 
executive committee since that time. In 1921 he was 
elected a member of the Board of Overseers of Harvard 
University, serving until 1928. 

Dr. Gage was a councilor for many years, a member 
of the Committee on Membership and Finance from 1919 
to 1929 and of the Committee on Publications from 1928 
to 1936, being chairman of the latter for the first five 
years of his term. 

His widow and a sister survive him. 


Dr. Joseph A. Barré, of Fall River, died July 25, 1938, 
in his seventy-first year. 

He graduated from the College of Physicians and Sur- 
geons of Baltimore in 1892. He was at one time a mem- 
ber of the Police Commission and the Board of Health in 
Fall River, and at the time of his death was a councilor 
from the Bristol South District. 

A widow, a daughter, two sons and five sisters survive 
him. 


Dr. Charles Shanks, of New Bedford, died at his home, 
August 2, 1938, in his sixty-first year. 

Born in New Bedford he attended the public schools 
there, receiving his degree from the Harvard Medical 
School in 1903. In 1905 he began to practice medicine in 


New Bedford, having served a year as intern at the East- 
ern District Hospital, Brooklyn, New York. 

Dr. Shanks was former associate medical examiner and 
former medical inspector in the New Bedford schools. 
His memberships included the New Bedford Medical So- 
ciety, of which he was a former secretary, and the Ameri- 
can Medical Association. He was secretary-treasurer of 
the Bristol South District Medical Society and a member 
of the Council for several years. 

His widow, two sons and three brothers survive him. 


The Council stood in silence in tribute to the 
memory of the deceased. 


REPORTS OF STANDING COMMITTEES 


Arrangements 


The report of the committee, written by the 
chairman, Dr. Richard P. Stetson, Norfolk, was 
read by the Secretary. (See Appendix No. 2.) 
The report was duly accepted by the Council and 
the recommendation that the annual meeting be 
held in Worcester on June 6, 7 and 8, 1939, was 
adopted. 


Membership 

The chairman, Dr. H. Quimby Gallupe, Middle- 
sex South, presented the report of his committee 
which recommended the following: 


1. That the following named six fellows be allowed 
to retire under the provisions of Chapter I, Sec- 
tion 5, of the by-laws: 

Clara M. Greenough, Deerfield. 

Claés J. Enebuske, Lund, Sweden. 

Maynard Ladd, Santa Barbara, California, with 
remission of dues for 1938. 

Elizabeth C. Underhill, Poughkeepsie, New 
York. 

John J. Bartley, Lawrence, with remission of 
dues for 1935, 1936, 1937 and 1938. 

Joseph F. R. Biron, Amesbury, with remission 
of dues for 1936, 1937 and 1938. 


2. That the following named fellow be deprived of 
fellowship under the provisions of Chapter I, Sec- 
tion 8a, of the by-laws: 

Francis A. Robinson, Burlington. 


3. That the dues of the following named fellow be 
remitted under the provisions of Chapter I, Section 
6, of the by-laws: 
Franklin E. Campbell, West Medford, 1938. 


4. That the following named two fellows be allowed 
to change their membership from one district so- 
ciety to another without change of legal residence, 
under the provisions of Chapter III, Section 3, of 
the by-laws: 
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From Norfolk to Suffolk 
Charles F. McKhann, Milton. 
From Plymouth to Norfolk South 
Raymond G. Vinal, Norwell. 


The report was accepted by the Council and the 
recommendations adopted. 


State and National Legislation 


Dr. Charles C. Lund, Suffolk, chairman of the 
committee, presented an informal report. 

He called attention to a statement in the Re- 
publican platform as follows: “We favor or we 
endorse the principle of strict supervision of pri- 
vate hospitals by the State Department of Public 
Health.” He was unable to ascertain the reason 
for the inclusion of this plank except that Mr. 
Eben Draper, of Milford, believed that the set- 
ting up of poorly equipped hospitals by poorly 
trained men and the performance of major sur- 
gery in such hospitals were contrary to the public 
interests. Dr. Lund informed the Council that 
the Democratic platform also contained some 
planks of interest to the medical profession. It is 
proposed to spend considerable money on a 
building program for insane hospitals. In addi- 
tion it is proposed to set up health units through- 
out the state similar to the White unit in Boston. 


The committee has given considerable study to 
the matter of licensing hospitals. There have been 
conferences with the Committee on Public Health 
which has been asked to give advice concerning 
the best procedures and whether or not a bill 
should be introduced again asking for the licens- 
ing of hospitals. He quoted examples which 
would appear to make it desirable to have more 
supervision and control of private hospitals. He 
commented on conversations held with mem- 
bers of the Public Health Committee of the Leg- 
islature and reported that the Society’s opposition 
to annual registration creates an unfavorable im- 
pression. He is inclined to attribute some of the 
unfavorable action by the legislators to this atti- 
tude of the Society. The matter is still under 
discussion in the committee. 

Dr. Lund reported the action taken by the com- 
mittee with regard to the appointment of a health 
commissioner in attempting to carry out the in- 
structions of the Society that the Governor be 
urged to reappoint Dr. Chadwick. The Gover- 
nor’s Council apparently concurred in the opin- 
ion of the Society that a man qualified in public- 
health matters should be appointed to the position. 
The resignation of Dr. Chadwick means that a 
good man has been lost from the state service. 

The committee is likewise giving attention to 
the matter of syphilis control and has been in 
consultation with representatives of the various 
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specialties concerned. Apparently there is a strong 
opinion that a bill should be introduced into the 
next Legislature, possibly along the lines of the 
New York act, which will require some form of 
compulsory examination before marriage. Th 
whole matter is tied up with the question of the 
supervision of clinical laboratories. The bill intro. 
duced last year died in committee for reasons 
unknown. 

Two recess commissions have been appointed by 
the Legislature to consider problems of interest to 
the medical profession. One of these is to study 
recommendations for a new nurses’ practice act. 
This commission is at present holding hearings 
in various parts of the state. The Massachusetts 
Hospital Association is in close contact with the 
situation and will have representatives present at 
the various hearings. The Society will be repre- 
sented at the hearing to be held in Boston in the 
near future. The committee believes that in its 
present form the proposed bill is poorly drawn 
since it is bad for the nurses, bad for the hospitals, 
bad for the medical profession and bad for the 
public. The second recess commission is not yet 
functioning since the Governor has not selected 
the three men to be appointed by him. This 
commission is expected to study the bills intro- 
duced for the setting up of separate boards in os- 
teopathy and chiropractic, as well as to give con- 
sideration to possible changes in the Medical 
Practice Act. In addition the commission will 
study certain proposed legislation regarding 
drugs. The committee believes that the Society 
should continue in its former stand of insisting 
on a single standard for entrance into medical 
practice. 

The President stated that since Dr. Lund’s re- 
port was an informal one and intended to show 
the progress of the committee’s work no action 
was necessary. 


Public Health 


Dr. Robert B. Osgood, Suffolk, presented the 
report of the Committee on Public Health and its 
Subcommittee on Public Education. (See Appen- 
dix No. 3.) The report was duly accepted. Sup- 
plementing his report, Dr. Osgood referred to the 
committee’s experience in giving out postcards 
to members of the Council last year asking for 
reports on the broadcasts given under its auspices. 
Fifty cards were sent out and two were returned. 
He stated that he had issued one hundred cards 
at the present meeting and hoped he might get 
four replies. 


Financial Planning and Budget 


The Council accepted the report of the com- 
mittee relative to the responsibility for the analysis 
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and tabulation of material for the American Med- 
ical Association’s survey of medical care, as pre- 
sented by the chairman, Dr. John Homans, Suf- 
folk. (See Appendix No. 4.) 

Dr. Homans stated that, in order to make the 
report more intelligible, an attempt had been made 
‘0 ascertain what would be the cost of the final 
analysis and tabulation of statistics collected by 
the individual district societies. Since there was 
but one district in which this material appeared 
to be available, this was studied at the headquar- 
ters office. Dr. Michael A. Tighe, Middlesex 
North, permitted the use of the material collected 
by him. This consisted of completed question- 
naires received from forty-seven physicians and 
certain institutions in the city of Lowell. The 
tabulation involved approximately three hours’ 
work. It is realized, of course, that in certain 
districts the matter would be much more com- 
plicated. 

The Council then proceeded to consider the 
recommendations of the committee that it should 
be the duty of the individual district societies, 
through their committees, to collect, to analyze 
and to tabulate the data for the survey at their own 
expense and that those parts of the survey relat- 
ing to the state agencies and institutions should 
be carried out by the headquarters office. 

Dr. Edward Mellus, Middlesex South, called 
attention to the action of the Society in cutting 
down the amount of money from dues refunded 
to the district societies. In his opinion many 
members feel strongly that they would not wish to 
have additional assessments to carry out the sur- 
vey. He stated that if the original refunds were 
restored, the districts might be able to carry out 
the study. 

Dr. Hilbert F. Day, Middlesex South, stated 
that a good deal of material had been obtained 
in his district but so far no money had been 
granted by the district society and that the work 
was at a standstill. He hoped that money might 
be obtained from the parent society. 

Dr. William H. Allen, Bristol North, asked for 
a reading of the action taken by the district and 
reported to the Secretary. Dr. Begg read the re- 
port as follows: 


1. Moved by Dr. Brewster that the councilors be in- 
structed to suggest to the group of councilors that 
the Bristol North District Medical Society would 
prefer, instead of a survey, to publish in newspa- 
pers, and so forth, various methods of medical 
care and that the expense be borne by the district 
society. 

This was carried twelve to seven with eleven not 
voting. 

2. Dr. Bixby made a motion that the councilors for the 

district society be instructed to inform the Council 
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that the society was not going through with the 
survey. 


This was duly carried. The letter was signed by 
William H. Swift, Secretary. 


Dr. John P. Monks, Suffolk, reported that a 
special meeting of the councilors of the Suffolk 
District Medical Society had been held recently 
to discuss this matter. Since the district had 
done nothing except to collect data available 
through the Boston Health League, the whole 
question was taken up anew and it was definitely 
decided to recommend that the survey be under- 
taken and carried to completion and that each 
member of the Suffolk District Medical Society be 
assessed two dollars for this purpose. He stated 
that, since the meeting of the district councilors, he 
had attended a meeting of the Boston Health 
League which indicated its willingness to under- 
take the responsibjlity for making the survey pro- 
vided the organization is paid for its services. He 
pointed out that much of the material in pos- 
session of the Boston Health League would be of 
value to the Norfolk and the Middlesex South 
district medical societies and could be put with 
the Suffolk material in such a form that the ex- 
pense could be divided among the three societies. 

Dr. Frothingham asked for action on the rec- 
ommendation of the committee; it was duly 
adopted. 

Dr. Walter A. Lane, Norfolk, asked that the 
recommendation be reread. This was done by 
the Secretary. The President stated that, since 
the motion had already passed, any move for 
reconsideration must be so voted by the Council. 
The motion to reconsider was made and duly 
seconded. Dr. William A. Chapin, Hampden, in- 
quired whether this would be the only opportunity 
that the Council would have to discuss the matter. 
Dr. Frothingham stated that he thought that the 
whole subject of the survey for practical purposes 
would come up later on under incidental business. 
Upon a count it was found that the motion to 
reconsider was defeated 59 to 38. 


REPORTS OF SPECIAL COMMITTEES 
Cancer 


In the absence of the chairman, Dr. Shields 
Warren, the report of the committee was presented 
by Dr. Franklin G. Balch, Norfolk. (See Appen- 
dix No. 5.) The report was duly accepted. The 
committee recommended that the Massachusetts 
Medical Society endorse the recognition of Inter- 
national Anti-Cancer Week from November 23 
to 30, 1938, as proposed by the International 
League Against Cancer in memorial of the for- 
tieth anniversary of the discovery of radium. The 
recommendation was duly adopted. 
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Postgraduate Instruction 

The report of the committee was presented by 
Dr. Reginald Fitz, Suffolk. (See Appendix No. 6.) 
This was duly accepted. The report contained 
the recommendation that an additional sum of 
five hundred dollars be appropriated to the Com- 
mittee on Postgraduate Instruction for the pur- 
pose of financing the Postgraduate Assembly or- 
dered by the Council at its annual meeting in 
June. Since the matter was urgent and it was 
not possible for the Committee on Financial Plan- 
ning and Budget to report back to the Council 
before the money was needed, the President de- 
clared that he would interpret it to be an extraor- 
dinary matter under the by-laws, and it was 
finally moved and seconded to refer the recom- 
mendation to the Committee on Financial Plan- 
ning and Budget with power to act. Considerable 
discussion followed. Under the. President’s direc- 
tion the Secretary read the details of the proposed 
budget for the assembly. (See Appendix No. 6.) 
At the request of Dr. Michael A. Tighe, Middle- 
sex North, the Secretary read the by-law govern- 
ing extraordinary appropriations, which is found 
in Chapter IV, Section 9. The motion was finally 
carried by vote. 
Physical Therapy 


This committee reported through its chairman, 
Dr. Franklin P. Lowry, Middlesex South, that a 


condensed report on physical therapy was con- 
tained in a small pamphlet about twelve pages in 


length. This was distributed among medical 
teachers and seniors in medical schools. The sup- 
ply had been exhausted. Last spring the report 
was revised and the committee would like to 
have it reprinted and used as before. The pam- 
phlet gives considerable information for the use 
of the general practitioner, the first part being 
devoted to physical therapy, including the use of 
heat, cold and rest, and the second part dealing 
with more complicated methods with which the 
practitioner should be acquainted even though he 
does not apply them himself. The committee 
asked for an appropriation of one hundred dol- 
lars. It was duly voted to accept the report. Since 
there did not appear to be an extraordinary need 
for this appropriation, the President ruled that 
he would refer the matter to the Committee on 
Financial Planning and Budget. 


Public Relations 

The report of the committee was presented by 
the secretary, Dr. Elmer S. Bagnall, Essex North. 
(See Appendix No. 7.) This report was duly ac- 
cepted. Dr. Bagnall then asked for action on 
the committee’s recommendation, which was as 
follows: 
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Upon the assumption that certain types of service 
must be expensive if satisfactory, and upon the assump- 
tion that individuals in the low-income group prefer 
to remain the private patients of individual physi- 
cians, the Council of the Massachusetts Medical So 
ciety favors the development on a voluntary basis and 
not by government agencies of insurance plans of the 
non-profit variety to pay for professional charges. 
Dr. Leroy E. Parkins, Suffolk, opened the dis- 

cussion by asking if such action would conflict 
with proposed national legislation for the care of 
the needy. The President replied that the rec- 
ommendation was not meant to concern the indi- 
gent but was for the low-income group. 

Dr. John M. Birnie, Hampden, suggested that 
the matter under consideration was entirely in 
line with the action taken by the American Med- 
ical Association at the special session of the House 
of Delegates recently held in Chicago. 

Dr. Michael A. Tighe, Middlesex North, stated 
that the movement was entirely in the right di- 
rection. It was a distinct contribution to the care 
of the low-income group. It went along well with 
the prepayment hospital plan and was one step 
toward the proper solution of the cost of medical 
care for the low-income group. However, he 
did not agree with the previous speaker that 
the motion which was offered was in keeping 
with the recommendations of the American Med- 
ical Association. He read from the “Proceedings 
of the Special Session” as published in the Journal 
of the American Medical Association. He pointed 
out that the phrase “non-profit” did not come into 
the plan as proposed by the American Medical As- 
sociation. Having read further from the proceed- 
ings referred to above, he stated that his main 
reason for speaking on the subject was his inter- 
est in seeing that a plan similar to the one pro- 
posed by the Committee on Public Relations 
would go through. He pointed out that if the 
motion was approved, including the phrase “non- 
profit,” it would mean that every attempt to es- 
tablish such a system would require action by the 
Legislature. He referred to the procedure in the 
case of group hospital insurance. He felt that 
there was little opposition at that time because 
there was no competition. However, inasmuch as 
certain old-line insurance companies are interested 
in the matter of indemnifying patients against 
doctors’ bills and are already in this field, there 
would be strong opposition in the Legislature to 
the present proposal. He inquired if it would not 
be better to delete the words “non-profit” and 
see what could be done toward the establishment 
of a proper system. In this case, he pointed out, 
the door would not be closed. He moved an 
amendment to strike out the words “of the non- 
profit variety.” 
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Dr. Walter A. Lane, Norfolk, asked by what 
means it was proposed to pay for the medical 
services rendered to the indigent. Governmental 
subsidy is opposed, but whether the expense would 
be met by taxation or by a change in the present 
action of the overseers of the poor was not clear. 
He asked to be informed from what source all 
the money for the care of the indigent was to 
come. The President informed Dr. Lane that the 
care of the indigent was not under discussion. 

Dr. Tighe’s amendment was seconded. 

Dr. Reginald Fitz, Suffolk, stated that if the 
Society took action on anything as important as 
the matter under discussion, it would be noted all 
over the country, and in his opinion the Council 
should be particularly careful and know exactly 
what was being done. He asked for a definition 
of the term “low-income.” In his opinion trou- 
ble would result if this was not made clear. He 
stated that he would feel much easier in his mind 
if a bill of this sort were entirely free of am- 
biguity and stated specifically exactly what was 
meant; it seemed to him that the motion, as 
worded now, failed to define properly its object. 

The President stated that with insurance 
schemes developing anyone can take out insurance 
since under any scheme you can get only a cer- 
tain amount of financial return. The policy might 
cover one hundred dollars insurance for medical 
care and the insured might still be called upon to 
pay charges for which he was not insured. There- 
fore, the matter was not limited to the low-income 
group. The thing to be made clear was whether 
the patient in the low-income group is entitled 
to remain the patient of his own physician. It 
did not exclude people of means. from taking out 
this type of insurance, just as people of means 
were taking out hospital-service insurance; these 
individuals were using more expensive rooms and 
paying the difference themselves. 

In response to an inquiry from Dr. Hilbert F. 
Day, Middlesex South, Dr. Frothingham asked 
Dr. Bagnall to present the ideas of the Committee 
on Public Relations. Dr. Bagnall, with some 
hesitation at expressing the opinion of the commit- 
tee, stated that it was apparent to him that, if 
the clause were not taken out, we should be in 
a sound position. He did not see what changes 
there would be if the resolution as presented went 
through. He then proceeded to read a letter from 
Dr. Frank H. Lahey, Suffolk, who was unable to 
be present at the Council meeting. (See Appen- 
dix No. 8.) 

Dr. Lane said that because of the difference of 
opinion in the Committee on Public Relations and 
because of the importance of any action taken, 
the Council should have more time for con- 
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sideration. He therefore offered a second amend- 
ment to the effect that the matter be referred back 
to the committee for further study and report at 
the February meeting. The motion was seconded. 


Dr. Nathaniel P. Breed, Essex South, stated 
that if the phrase “of the non-profit variety” were 
eliminated, it would be reasonable to delete the 
phrase “in the low-income group.” He said that 
what we were attempting to do was merely to 
say that we approved of insurance against doc- 
tors’ bills and, if we wished to broaden the base 
of the whole scheme, it would seem to be perfectly 
reasonable to delete both phrases. He therefore 
offered a third amendment to the effect that the 
phrase “in the low-income group” be eliminated. 

Dr. Roger I. Lee, Suffolk, stated that he con- 
curred with the remarks of Dr. Fitz and that by 
the contemplated action we should be in a position 
of approving in principle an insurance method. 
Many people carried health insurance but perhaps 
we were going too far into this problem in prin- 
ciple; groups of people who are organizing com- 
panies could say that the companies did all these 
things. He expressed himself as being in doubt 
as to the wisdom of any such broad approval in 
principle. He therefore offered a fourth amend- 
ment, namely, that any insurance scheme be ap- 
proved only after study by such a body as the 
Committee on Public Relations. He was not 
prepared to give blanket approval to any insur- 
ance scheme until it was thoroughly studied. Un- 
doubtedly restrictions would be necessary and 
these restrictions could be applied only with a 
knowledge of all the facts. 

Dr. Robert N. Nye, Suffolk, asked if the matter 
of approval was not implied in the recommenda- 
tion of the committee. 

Dr. Frothingham stated that the committee had 
spent a great deal of time in discussion. He could 
see no advantage in referring it back to the com- 
mittee, but he would be glad to have other mem- 
bers of the committee present state their opinions. 

Dr. Charles C. Lund, Suffolk, emphasized the 
points made by Dr. Tighe. He could not see 
what would prevent a company from continuing 
its profit activities and felt that there might be 
public sentiment to support a state law. He said, 
however, that it would be easier to enact the law 
if there were no insistence on the “non-profit” 
phrase. He disagreed with Dr. Lane that action 
should be postponed but, in order to keep the 
matter clear, believed that we should restrict our 
approval to a proposal for cash indemnities and 
that proposals made for the rendering of medical 
service should not be approved. He offered the 
fifth amendment designed to restrict the bene- 
fits to cash indemnities. 
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Dr. Edward L. Kickham, Norfolk, expressed 
the opinion that this was entirely a new proposi- 
tion and that few councilors had had time to con- 
sider it properly. 
approved of hospital insurance and had consid- 
ered the advisability of including doctors’ fees. In 
his opinion councilors represent their individual 
district societies and their members and definite 
action should be deferred so as to allow con- 
sideration in the district societies. He hoped that 
definite action would be postponed. 


Dr. Nye pointed out that these matters had been 
thoroughly considered by the House of Delegates 
of the American Medical Association at the special 
session held in September and that such action 
as was contemplated would appear to meet with 
the approval of that body. 

The Secretary pointed out that if the suggestion 
that insurance payments be made directly to the 
patient and not to the physician were followed 
the Society would be in a peculiar position. It 
had already been necessary to institute a “gentle- 
man’s agreement” with insurance companies so 
that the doctors’ fees were paid directly in auto- 
mobile injury cases, for example. It might appear 
to be inconsistent not to give this matter consid- 
eration in final action. 

Dr. Lund believed that there was a _ political 
angle to the situation since the federal government 


apparently wishes to pass an enabling act by 
which money would be contributed to the states 
for compulsory health insurance projects and 
it is stated that labor will be behind such a pro- 


posal. He stated that local representatives of 
labor were in convention in Texas but no contact 
had been made with them as yet and that the pro- 
posals of the Committee on Public Relations were 
important from that angle so that the Committee 
on State and National Legislation could go before 
the Legislature before the February meeting and 
say that the Society was making an effort to es- 
tablish some form of voluntary insurance which 
would render the compulsory schemes unneces- 
sary. In his opinion this would strengthen the 
position of his committee. 

At the request of Dr. Birnie the resolution was 
reread and reference was made to the proposed 
amendment striking out certain phrases and to 
those demanding further study. 

The President expressed his opinion that, unless 
it could be shown that the Society had given 
proper consideration to the care of the indigent 
and the low-income groups, there would be a 
tremendous pressure to see that the government 
takes over what remains of the practice of medi- 
cine. 


Dr. William Dameshek, Norfolk, expressed 


The Council had previously 
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the belief that the government is actually con- 
ducting a drive to take over the practice of medi- 
cine and that the public has become insurance: 
conscious. While admitting the advantages of 
the scheme proposed, he believed that there were 
important disadvantages which should be under- 
stood before the Council took action. There was 
involved the consideration of the fixing of physi- 
cians’ fees, the number of visits and the distinction 
between office and home visits. The whole matter 
appeared to have a tendency to fix physicians’ 
fees, no matter to what income group the patient 
belonged. 

Dr. Walter G. Phippen, Essex South, a delegate 
to the American Medical Association, desired to 
read the final recommendation from the House 
of Delegates. He quoted from the published re- 
port as follows: 

In addition to insurance for hospitalization your 
committee believes it is practicable to develop cash in- 
demnity insurance plans to cover, in whole or in part, 
the costs of emergency or prolonged illness. Agen- 
cies set up to provide such insurance should comply 
with state statutes and regulations to insure their 
soundness and financial responsibility and have the 
approval of the county and state medical societies under 
which they operate. 


In his opinion it should be made clear that any 
insurance scheme sponsored by the Society should 
be controlled by the Massachusetts Medical So- 
ciety and should be in accordance with the law. 
The President pointed out that this was in line 
with Dr. Lee’s amendment. 

Dr. Lane spoke once more on his proposed 
amendment and insisted that the matter should 
be taken back to the district societies to get the 
opinions of the members. 

Dr. Frank S. Cruickshank, Norfolk, pointed out 
that not all members of the Massachusetts Medi- 
cal Society belonged to the staffs of hospitals or 
had appointments as members of the courtesy 
staffs. He therefore inquired what would hap- 
pen to a physician with patients requesting admis- 
sion to hospitals under the provisions of the plan 
when the attending physician was not a member 
of the courtesy staff of that hospital. 

The President doubted if under any plan there 
would be a change in the relation of the patient 
and physician that would be different from condi- 
tions existing today. 

Dr. Leroy E. Parkins, Suffolk, proposed a sub- 
stitution, namely, that the phraseology adopted 
by the House of Delegates be used. This was 
accepted as an additional amendment. 

Dr. David L. Lionberger, Norfolk, stated that 
apparently there were two schools of thought, one 
desiring immediate action and one desiring fur- 
ther consideration. He therefore moved that the 
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entire matter be laid on the table and that the mo- 
tion with its amendments be published in the 
New England Journal of Medicine and called to 
the attention of the several district societies to 
stimulate further discussion. 

There were some additional remarks by Dr. 
Frothingham and Dr. George L. Schadt, Hamp- 
den. A councilor pointed out that the motion to 
table was not debatable. The motion was put 
before the Council and after a count it was dis- 
covered that the motion had carried. 

Dr. Robert B. Osgood, Suffolk, stated that in 
his opinion the American Medical Association had 
done a constructive piece of work and that the 
action of the Society might be interpreted by the 
American Medical Association as a serious affront. 
In essence, the Council was on record that, in 
spite of the recommendations of the parent so- 
ciety, the Massachusetts Medical Society was re- 
fusing support. He suggested, therefore, the 
motion to table the action be reconsidered. 

Dr. Birnie pointed out that Dr. Osgood was 
suggesting that the Council endorse the action of 
the American Medical Association, but since the 
oficial report of the delegates had not been pre- 
sented, it could not be considered at that time. 
The President ruled that the matter could be 
suspended and reopened under incidental busi- 


ness. 


Boundaries of District Socteties 

The committee previously appointed to study 
the boundaries of district societies, under the chair- 
manship of Dr. Birnie, had extended an invita- 
tion to Dr. Robert H. Atkins, of Vineyard Haven, 
to be present at the council meeting and present 
the application of the physicians in that vicinity 
for the establishment of a separate district so- 
ciety. Since Dr. Atkins was not present, the 
report was postponed. 


Restoration to Fellowship 

The reports of the committees appointed to 
consider petitions for restoration to the privileges 
of fellowship were accepted by the Council, and 
the petitioners were declared restored in accord- 
ance with the recommendations of the individual 
committees. (See Appendix No. 9.) 

The Secretary then presented a list of com- 
mittees chosen to investigate petitions for restora- 
tion to fellowship. (See Appendix No. 10.) 
The Council voted approval of the appointments. 


ELECTION OF OFFICERS 


The chair announced the nomination of Dr. 
John B. Thomes, Berkshire, and Dr. Augustus 
Thorndike, Jr., Suffolk, to serve as members of 
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the Auditing Committee. The nominations were 
approved by the Council and the appointments 
confirmed. 

The chair announced that since the last meet- 
ing of the Council the Standing Committee on 
Financial Planning and Budget had been created 
and that temporary appointments had been made 
as follows: John Homans, chairman, Ernest L. 
Hunt, Walter G. Phippen, Charles F. Wilinsky, 
Edward J. O’Brien. It was voted to confirm these 
appointments. 

Because of a vacancy in the officers of the dis- 
trict societies, the President nominated for the 
office of secretary-treasurer of the Bristol South 
District Medical Society, Dr. Albert H. Sterns. 
The Council voted to approve the appointment. 


INCIDENTAL BUSINESS 


The Council then proceeded to consider the 
matter of the publication of the Directory of Of- 
ficers and Fellows, since under the by-laws this 
must be authorized each year. 

Dr. J. Forrest Burnham, Essex North, spoke 
of the tremendous value of the directory to the 
officers of the district societies and moved that 
the Secretary be instructed to prepare the direc- 
tory in 1939. The motion was duly seconded. 


The Treasurer pointed out that the expense of 
the directory is approximately two thousand dol- 
lars. In his opinion, if the directory is published 
in alternate years, the Society might save be- 
tween six hundred and nine hundred dollars. 


Dr. Alexander A. Levi, Middlesex South, in- 
guired as to the advisability of publishing a sup- 
plement and asked for an estimate of costs. 

The Secretary stated that supplements were not 
successful and that they were also expensive. An 
estimate made last year indicated that such a sup- 
plement would cost approximately seven hundred 
and fifty dollars. He demonstrated the number 
of changes in the present directory since its pub- 
lication as of February 15, 1938. He stated that 
it would be necessary to use both directory and 
supplement for each name sought, since a fel- 
low’s name might appear in-the original directory 
but, on consulting the supplement, it would be 
found that it had been deleted. On the other 
hand, the directory might not show a fellow’s 
name but, on consulting the supplement, it would 
be discovered that he had been admitted at a 
recent censors’ meeting. He pointed out that the 
American Medical Association publishes its di- 
rectory in alternate years. It was suggested that 
if the Society should desire to publish its direc- 
tory in alternate years, it could be arranged that 
such publication would come between the pub- 
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lication of the American Medical Directory. He 
pointed out the dependence of the district socie- 
ties on the list of members which is published 
by towns and cities in the back of the directory. 
He stated that the total cost of the current direc- 
tory was $1,827.72. 

Dr. Edward L. Kickham, Norfolk, expressed 
the opinion that, since the directory is expensive 
and since the Society is living pretty close to its 
income, it might be wise not to publish it annually 
and that the money saved could be devoted to im- 
portant things such as postgraduate instruction. 

Dr. Edward Mellus, Middlesex South, stated 
that as treasurer of the district society which had 
the largest membership in the State, with the 
possible exception of Suffolk, he could see no 
reason for the publication of the directory. He 
stated that his catalogue was more up to date 
than one published a month or more before. He 
doubted if the directory was of any help to dis- 
trict treasurers. The motion was put and de- 
clared to have been lost. The directory, there- 
fore, will not be published in 1939. 

The chair called for the report of the senior 
delegate who attended the special session of the 
House of Delegates of the American Medical As- 
sociation recently held in Chicago. This report, 


in substance, was published in the New England 
Journal of Medicine, issue of October 27, 1938, 
as a paper “President’s Address,” by Dr. John M. 


Birnie, Hampden. 

Dr. Osgood moved a resolution to the effect 
that the Council of the Massachusetts Medical So- 
ciety concurred in the action of the House of Dele- 
gates of the American Medical Association, as 
reported by Dr. Birnie, and approved of the final 
report and recommendations of the reference 
committee of five of the House of Delegates that 
were submitted at the special session in Chicago 
on September 16 and 17, 1938, and were approved 
by the House of Delegates. (See Appendix No. 11.) 
The motion was duly seconded and unanimously 
carried. 

The President announced that he had received 
reports from the delegates appointed to attend 
the annual meeting of the Connecticut State Med- 
ical Society and that a digest of these reports 
would be published in the appendixes. (See Ap- 
pendix No. 12.) 

At the suggestion of the President the Council 
confirmed the appointment of Dr. T. Duckett 
Jones and Dr. James A. Halsted to represent the 
Society as a committee to co-operate with the 
Hospital Council and the Council of Social Agen- 
cies in a study of facilities for convalescent care 
in Boston. 

The President pointed out that the last issue of 
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the by-laws was published in 1934 and that since 
that time there had been a considerable number 
of changes. It appeared desirable to publish a 
new pamphlet. On motion of Dr. Charles C. 
Lund, Suffolk, duly seconded, the Secretary was 
authorized to proceed with such publication. 

A communication from the Council on Indus- 
trial Health of the American Medical Association, 
recommending study of proper problems in vari- 
ous communities, was read by the Secretary and 
was referred to- the Committee on Public Rela- 
tions. 

Dr. Walter A. Lane, Norfolk, stated that, since 
so many problems of an economic nature come 
before the Council for discussion, it would seem 
wise to devise some means by which the member- 
ship at large could be better informed. In his 
opinion the proper channel for the education of 
the fellows would be through the columns of the 
New England Journal of Medicine. He there- 
fore moved that the Secretary be empowered and 
instructed to publish in full the proceedings of 
the Council, to be mailed to the active members 
of the Society, who would thus have more com- 
plete information of the subjects under discussion. 
He stated that the business transacted at this meet- 
ing was an example of such a need and that in 
the past such matters as workmen’s compensation 
and measures coming before the Legislature were 
of utmost importance to the fellows. The mo- 
tion was seconded. 

The President inquired of the Secretary if he 
was not already authorized to publish the pro- 
ceedings in the Journal and if the Journal did 
not go to each member of the Society. The Sec- 
retary replied in the affirmative. 

Dr. Lane stated that the reports as published 
were in abstract and that, if the members at large 
could see the publication in full, they would know 
of the discussion which had taken place. He stated 
that his remarks were not to be interpreted as a 
criticism of the Secretary’s work but were intended 
to give a comprehensive view of what transpired at 
the council meeting. 

In response to a question from the President, 
the Secretary stated that all reports were published 
as received, that all important recommendations 
were included in the body of the report, and that 
the stenographic notes were on file and were used 
to pick out what appeared to be essential matters. 
He added that to publish the council proceedings 
in full would be extremely expensive. 

The President ruled that, since the matter in- 
volved an appreciable increase in expense, he 
would refer the motion to the Committee on 
Financial Planning and Budget. 

Dr. George L. Schadt, Hampden, remarked 
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that he had been impressed for many years with 
the nature of the councilor’s task. He had never 
heard a report made to a meeting of the Hamp- 
den District Medical Society of any council ac- 
tion on any important subject. He added that it 
was one thing to publish the reports of the coun- 
cil meeting in the Journal but quite another thing 
to persuade the fellows to read them. In his opin- 
ion some councilor should be designated from each 
district whose duty it would be to bring before the 
district members a report of what had taken place 
in the Council. 

Dr. J. Harper Blaisdell, Middlesex East, stated 
that in Paragraph 1 of the report of the Committee 
on Public Relations, which had been accepted by 
the Council, it was stated that future practitioners 
of medicine in this state should be full citizens of 
the United States of America. There is no re- 
quirement as to citizenship as a prerequisite to 
licensure at the present time. Many fellows in 
good standing are aliens and have been so for 
many years. The American Medical Association 
has recognized the necessity for action at this time, 
and at its June meeting passed resolutions re- 
quiring that practitioners of medicine in the fu- 
ture shall be full citizens of this country. Ac- 
cordingly he presented a resolution designed to 
express the attitude of the Society in this con- 
nection. (See Appendix No. 13.) The resolution 
called for its reference to the Committee on State 
and National Legislation for study and appro- 
priate action. Dr. Blaisdell’s motion to adopt the 
resolution was approved by the Council. 


The Council adjourned at 1:25 p. m. 


ALExANpER S. Becc, M.D., Secretary. 
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APPENDIX NO. 2 


REPORT ON THE COMMITTEE OF ARRANGEMENTS 


The Worcester District Medical Society has invited the 
Massachusetts Medical Society to hold its annual meeting 
in 1939 in Worcester at the Worcester Memorial Audi- 
torium. Due to the dates of the meeting of the American 
Medical Association which is to be held on May 15 to 19, 
and to previously arranged meetings to be held in the 
auditorium, the dates recommended by your committee 
for the annual meeting of the Society are June 6, 7 and 8. 

I, therefore, move that these dates be approved by the 
Council for the 1939 meeting of the Society. 


RicHarp P. Stetson, Chairman. 
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REporT OF THE COMMITTEE ON Pusiic HEALTH 


The Committee on Public Health and its Subcommittee 
on Public Education beg leave to submit the following re- 
port. 

During the summer Dr. Richard M. Smith, Dr. Francis 
P. Denny and the secretary of the committee, Dr. Gerald 
Hoeffel, with the assistance of Dr. Lila O. Burbank, of the 
State Department of Public Health, have arranged the 
first series of radio talks, “Green Lights to Health.” These 
will be broadcast from Station WAAB on Wednesdays at 
4 p. m., beginning one week from today, October 12. At 
this time in the afternoon we are able to utilize the 
Colonial Network as well as Station WAAB. By this ar- 
rangement we hope to be able to reach all parts of the 
State and other parts of New England, which has not been 
possible heretofore. 

We again strongly urge fellows of the Society to “listen 
in” and send their criticisms to the secretary of the com- 
mittee. On next Wednesday on wave length 1410, Dr. 
Roy J. Heffernan’s subject will be, “Having a Baby the 
Right Way.” On Wednesday, October 19, Dr. Sara M. 
Jordan will talk on “What to Eat and Why,” and on Oc- 
tober 26, Dr. Harold G. Tobey will broadcast as a part of 
the National Hearing Week program under the title, 
“Lend Me Your Ears.” The titles and names of the 
broadcasters for November and December will be an- 
nounced in the New England Journal of Medicine. De- 
spite the almost complete failure last year in obtaining 
the desired response from the fellows of the Society, the 
committee is again distributing addressed postals and 
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asking members of the Council to aid the committee in its 
attempt to raise the educational value of these broadcasts 
by “listening in” and mailing their comments on these 
postals. 

The Committee on Public Health held one meeting this 
autumn on September 21, 1938, at which the activities of 
the committee for the coming year were discussed. The 
committee feels that its efforts should be closely co 
ordinated with the work of the Committee on State and 
National Legislation and perhaps that of the Committee 
on Public Relations. At the meeting on September 21, 
the chairman of the Committee on State and National 
Legislation and the chairman of the Massachusetts Board 
of Registration in Medicine were present. Among the 
matters under discussion was the appointment of the new 
commissioner of public health. Your chairman has at- 
tended several informal meetings with representatives of 
state and civic organizations relative to this matter. 

The question of the licensing of hospitals was also 
raised. In the opinion of the chairman of the Board of 
Registration in Medicine this matter demands reconsidera- 
tion. Factual data were presented which suggest that 
there are small and semiprivate hospitals throughout the 
state where serious abuses, especially in connection with 
the practice of surgery, at present exist. 

At the next meeting of the Council we hope to present 
the results of the deliberations of the above-mentioned 
standing committees. 

Another matter considered was the status of bills per- 
taining to the control of syphilis, such as a premarital- 
syphilis bill and a compulsory-Wassermann-testing bill, 
especially in relation to the testing of all donors of blood 
for transfusions. More than one patient is said to have 
been recently infected with syphilis in the State because 
of the lack of this’ precaution. 

The committee stands ready to co-operate to the best of 


its ability with the Committee on Public Relations in help- 
ing to establish in regions where they are needed the 
community health centers advocated by the American 
Medical Association and approved by the Council of the 
Massachusetts Medical Society. 


Rosert B. Oscoov, Chairman, 
Geratp N. Hoer ret, Secretary. 





APPENDIX NO. 4 


Report OF THE COMMITTEE ON FINANCIAL PLANNING 
AND BupbGET 


In accordance with the vote of the Council at the an- 
nual meeting of the Society on June 1, 1938, referring to 
the Committee on Financial Planning and Budget the sec- 
ond part of the recommendation of the Committee on 
Public Relations, to wit, “that the Massachusetts Medical 
Society accept the responsibility for the proper analysis 
and tabulation of material [in the American Medical As- 
sociation’s proposed study of medical care] collected by the 
district societies,” the Committee on Financial Planning 
and Budget has voted to make the following recommenda- 
tion to the Council: 


That it should be the duty of the individual district 
medical societies, through the committees chosen by 
them for this purpose, having collected the data for 
the survey, to analyze and tabulate it, at their own 
expense, upon the sheets sent out by the American 
Medical Association and available through the secre- 
tary of the Massachusetts Medical Society. 
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Further, that those parts of the survey relating to the 
various state health agencies and institutions, should 
be carried out by the officers of the Massachusetts 
Medical Society and that whatever expense is incurred 
for this purpose should be borne by the Massachusetts 
Medica! Society. 

Ernest L. Hunt, 

Wa tter G. PuippeEn, 

Cuarves F. WIInsky, 

Epwarp J. O’Brien, 

CHANNING FROTHINGHAM, ex-officio, 
Joun Homans, Chairman. 

















APPENDIX NO. 5 






REPORT OF THE COMMITTEE ON CANCER 






The month of April this year had been selected by the 
American Society for the Control of Cancer for its drive 
for membership in the Women’s Field Army. Owing to a 
divergence in underlying philosophy of the Women’s 
Field Army's anti-cancer program and that of the cancer 
program now under way for many years sponsored by 
the Massachusetts Medical Society and the Massachusetts 
Department of Public Health, it was deemed advisable not 
to have any membership drive by the Women’s Field 
Army this year, pending the working out of a program 
in which there could be mutual co-operation and advan- 
tage. The Massachusetts mortality statistics for 1937 show 
a continued downward trend in cancer deaths for the 
third consecutive year, thus justifying our present policy. 
The committee would be very glad to have any sugges- 
tions as to improvement in the present program. The 
material contained in a proposed newspaper advertising 
campaign for cancer education has been reviewed and ap- 
proved. 

The International League against Cancer has estab- 
lished, in commemoration of the fortieth anniversary of 
the discovery of radium, an International Anti-Cancer 
Week, November 23 to 30, which is being sponsored by 
seventeen countries. The Committee on Cancer of the 
Massachusetts Medical Society hopes to co-operate in this 
program. The committee recommends the following 
action: 

That the Massachusetts Medical Society endorse the 
recognition of International Anti-Cancer Week, Novem- 
ber 23 to 30, 1938, as proposed by the International 
League against Cancer in memorial of the fortieth an- 
niversary of the discovery of radium. 





















FraNKLIN G. Batcu, 
Ernest M. Datano, 
PutteMon E. TruespAce, 
CHANNING C. SIMMONS, 
SHietps WarreN, Chairman. 














APPENDIX NO. 6 





Report OF THE COMMITTEE ON PosTGRADUATE INSTRUCTION 






Since the annual meeting last June the Executive Com- 
mittee has continued to co-operate with state and federal 
agencies in arranging a program of postgraduate extension 
courses for all legally registered physicians in the Com- 
monwealth. Copies of the curriculum were mailed to 
each district the last week in August. At the present 
time the organization of courses is almost completed; ses- 
sions will begin in the near future. 
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After conferences with the Massachusetts Commissioner 
of Public Health and approval of the federal authorities, 
it was decided to start clinical teaching in the diagnosis 
and treatment of syphilis and gonorrhea in two centers 
of the state, namely Boston and Springfield. The ex- 
penses for this teaching are to be borne by the govern- 
ment. Details of organization will be carried out by the 
Society. Information about these clinics will be pub- 
lished soon, 

The budget for the postgraduate extension courses is 
shown on the attached sheet. This budget was submitted 
to the Commissioner of Public Health on August 15, 1938. 
Money for this budget will be provided by the United 
States Public Health Service and the Federal Children’s 
Bureau. We have received official confirmation of $4000 
which represents the portion of the budget that may be 
devoted to syphilis and gonorrhea. The Department of 
Public Health advised the committee to proceed with the 
program and stated that the balance of the budget would 
be approved before courses are actually started. 

In addition to the above budget the Council appropri- 
ated $1000 in February, 1938, to pay for printing pro- 
grams and other incidental expenses of administration; 
at the present time about $350 of this amount remains un- 
expended. 

In pursuance to the Council’s vote at the annual meet- 
ing in June, 1938, that the Committee on Postgraduate 
Instruction arrange for a postgraduate assembly some 
time this fall, the committee immediately made plans for 
this event. The assembly is to be held on Tuesday, Novem- 
ber 15, and Wednesday, November 16, 1938, in Sanders 
Theater, Cambridge. A subcommittee was appointed to 
have charge of the program and other details of this 
meeting. The program was published in the New Eng- 
land Journal of Medicine, issue of September 29, 1938. An 
officiat program will be mailed to each doctor in the New 
England states. There are approximately 13,500 physi- 
cians in this area. 

In view of the fact that the major expenses in connec- 
tion with the postgraduate extension courses come at this 
time of year, the committee feels that it will be advisable 
to appropriate additional funds which may be available 
if needed in connection with the postgraduate assembly. 

The committee recommends that an additional sum of 
$500 be appropriated to the Committee on Postgraduate 
Instruction. 

Frank R. Oper, Chairman, 
Leroy E. Parkins, Secretary. 


PostGRADUATE ExTENSION BupGET APPROVED BY THE Massa- 
CHUSETTS DEPARTMENT OF PusLic HEALTH, THE UNITED 
States Pustic HEALTH SERVICE AND THE FEDERAL CHIL- 
DREN'S BUREAU 


Budget Submitted June 29, 1938 
Expense 136 sessions @ $25.00 per in- 


a ne $3400.00 
Administration and demonstration ex- 
MD ssa ats urea a 1000.00 
Transportation for instructors @ $.06 
per mile on a state zoned basis 879.84 
$5279.84 


On July 6 supplementary items were 
added as follows: 
Bristol South (Fall River) 


10 sessions @ $25.00. . 
Mileage 


$250.00 
60.00 
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Essex North (Lawrence) 
10 sessions @ 25.00 
Mileage 

Suffolk (Boston) 

10 sessions @ $25.00 


250.00 
40.00 


250.00 
$850.00 
Clinical teaching in Boston 
50 sessions of gonor- 


rhea @ $10.00 
50 sessions of syphilis 


@ $10.00 


$500.00 


500.00 
1000.00 
Clinical teaching in Springfield 
50 sessions of gonor- 
@ $10.00. 
50 sessions of syphilis 


@ $10.00. 


500.00 


500.00 
1000.00 
Completion of colored slides for gonor- 


rhea and syphilis 500.00 


— 3350.00 


$8629.84 


EsTiMATED BupGET FOR PosTGRADUATE ASSEMBLY 
Novemser 15-16, 1938 


Traveling and hotel expenses for out-of-state 
speakers (eleven speakers — including Dr. 
Draper) 

Programs 
11,500 (8 pages without covers) 

Postal Cards 
11,500 (double for binding) 


Return postage estimate 
500 cards @ 144 


$644.50 


143.75 


Mailing of programs 
Postage — 11,000 @ 1%¢ 
Charge for mailing programs and 
stapling — Boston Mailing Co. 


$165.00 


80.00 
245.00 
Rental of Sanders Theater and Memorial Hall 


two days 50.00 


Miscellaneous expenses 
Loud speaker 
Attendants 
Tips, etc. 


$25.00 

10.00 

10.00 
45.00 


$1187.50 
675.00 


Total estimated fixed expense 
Five hundred dinners @ $1.35 


$1862.50 


Five hundred registrations @ $3.00 1500.00 


Balance of expense $362.50 





APPENDIX NO. 7 


REPORT OF THE COMMITTEE ON Pustic RELATIONS 


Your committee has held one meeting September 12, 
1938, since the annual meeting of the Society. Among 
other matters, the following were considered: 
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1, A majority of the committee favor the exclusion in 
the future from medical practice of all physicians who have 
not attained full citizenship. 

2. Prosecuting further the study of relations between 
pathologists, radiologists and anesthetists and the hospi- 
tals, the committee asked the President to appoint a spe- 
cial subcommittee. The President appointed Dr. Dunbar, 
chairman, together with Drs. Tighe and Blaisdell. 

3. The committee endorsed lay publicity for the Post- 
graduate Assembly to be held in Cambridge on Novem. 
ber 15 and 16, 1938, and offered its co-operation to the 
Committee on Postgraduate Instruction. 


4. The committee voted to ask the Council to approve 
the following recommendation: 


Upon the assumption that certain types of service 
must be expensive if satisfactory, and upon the as- 
sumption that individuals in the low-income group 
prefer to remain the private patients of individual 
physicians, the Council of the Massachusetts Medical 
Society favors the development on a voluntary basis 
and not by government agéncies of insurance plans of 
the non-profit variety to pay for professional charges. 


Excmer S. BaGNatt, Secretary. 





APPENDIX NO. 8 


ExTRACT FROM A LETTER FROM Dkr. F. H. Laney 
To Dr. BAGNALL 


I went to an informal meeting of the Suffolk councilors 
yesterday where the action of the House of Delegates of 
the American Medical Association was gone over and 
everyone approved quite heartily. 

The question of hospital insurance arose there and was 
discussed at length. I personally in no way object to even 
insurance directed toward paying doctors’ fees provided 
the insurers have nothing to say about the amount of the 
fee and provided it does not render service with it. I do 
not object at all if a non-profit organization wishes, by 
actuarial means, to permit anyone to take out insurance 
directed toward paying in part or in whole a doctor's fee; 
the only thing I object to is when organizations undertake 
to render service on an insurance basis. That will, I feel 
certain, mean cut rates, lowered standards and _ political 
methods. If people wish to take out insurance from 
which they get money to pay their doctors’ bills and then 
can select anyone they choose, that is a thrifty and wise 
procedure. 


APPENDIX NO. 9 


Reports OF COMMITTEES APPOINTED TO CONSIDER 
RESTORATION TO FELLOWSHIP 


Restoration to fellowship was recommended for the fol- 
lowing ten former members: 


Wyman Berenson, Mattapan (Committee: Samuel 
Nadel, Joseph I. Grover and Arthur T. Ronan). 
The committee recommended that Dr. Berenson pay 
twenty dollars by November 5, 1938, and five dol- 
lars monthly until his dues for the current year are 
paid. 

Lillian D. Chapman, Boston (Committee: Louisa 
Paine Tingley, Marianna Taylor and Florence L. 
Meredith). 
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Oscar F, Cox, Jr., Brookline (Committee: Charles J. 
Kickham, Maurice Gerstein and F, William Mar- 
low). 

Max H. Hymen, Lowell (Committee: Mason D. Bry- 
ant, Daniel J. Ellison and Harold L. Leland). 
Samuel Kamberg, Boston (Committee: Rudolph 
Jacoby, Archibald McK. Fraser and Seth M. Fit- 

chet). 

William Koppel, Framingham (Committee: Hyman 
Morrison, Myer I. Berman and B. Thurber Guild). 

George H. Lyons, West Roxbury (Committee: Herbert 
L. Johnson, David L. Lionberger and Gerald L. 
Doherty). 

Harold R. C. Mahar, Orange (Committee: Stanton J. 
Ten Broeck, Albert C. Leach and Kirke L. Alex- 
ander). 

]. W. P. Murphy, Peabody (Committee: John J. Hickey, 
Ralph E. Foss and John F. Bradley). 

Bernard H. Robinson, Newton Centre (Committee: 
Max Ritvo, William F. Cotting and Oliver G. 
Tinkham). The committee recommended that Dr. 
Robinson pay only the dues for the current year. 





APPENDIX NO. 10 


ComMITTEES APPOINTED TO ConsIDER PETITIONS 
FoR RESTORATION TO FELLOWSHIP 


The following committees were appointed to consider 
the petitions for restoration to fellowship of the following 
six former members: 


For Emile A. Barrier, Belmont: 
Donald E. Currier, Leo A. Blacklow and Fabyan 
Packard. 

For Theobald C. McSheehy, Worcester: 
William F. Lynch, Peter A. Colberg and John M. 
Fallon. 

For H. S. Queen, New Bedford: 
Arthur L. Brunelle, Harold E. Perry and Carl C. 
Persons. 

For Thomas N. Roche, New Bedford: 
Thomas B. Horan, Edwin D. Gardner and Emil 
F. Suchnicki. 

For John G. Sweeney, Hingham: 
David L. Belding, Nahum R. Pillsbury and Charles 
S. Adams. 

For Ruth Weissman, Boston: 
Ralph R. Stratton, Blanche L. Atwood and Helen 
S. Pittman. 





APPENDIX NO. 11 


Report oF REFERENCE COMMITTEE ON CONSIDERATION OF 
tHE Nationat HeattH ProGRaM 


The report of the Reference Committee, as presented 
to the House of Delegates of the American Medical Asso- 
ciation, September 17, 1938, read as follows: 

Since it is evident that the physicians of this nation, 
as represented by the members of this House of Dele- 
gates convened in special session, favor definite and 
decisive action now, your committee submits the follow- 
ing for its approval: 

1. Under Recommendation I on Expansion of Public 
Health Services: (1) Your committee recommends the 
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establishment of a federal department of health with a 
secretary who shall be a doctor of medicine and a mem- 
ber of the President’s Cabinet. (2) The general prin- 
ciples outlined by the technical committee for the 
expansion of public health and maternal and child 
health services are approved and the American Medi- 
cal Association definitely seeks to co-operate in devel- 
oping efficient and economical ways and means of put- 
ting into effect this recommendation. (3) Any expen- 
ditures made for the expansion of public health and 
maternal and child health services should not include 
the treatment of disease except so far as this cannot be 
successfully accomplished through the private prac- 
titioner. 


2. Under Recommendation II on Expansion of Hos- 
pital Facilities: Your committee favors the expansion 
of general hospital facilities where need exists. The 
hospital situation would indicate that there is at present 
greater need for the use of existing hospital tacilities 
than for additional hospitals. 

Your committee heartily recommends the approval of 
the recommendation of the technical committee stress- 
ing the use of existing hospital facilities. The stability 
and efficiency of many existing church and voluntary 
hospitals could be assured by the payment to them of 
the costs of the necessary hospitalization of the medi- 
cally indigent. 


3. Under Recommendation III on Medical Care 
for the Medically Needy: Your committee advocates 
recognition of the principle that the complete medical 
care of the indigent is a responsibility of the communi- 
ty, medical and allied professions, and that such care 
should be organized by local governmental units and 
supported by tax funds. 

Since the indigent now constitute a large group in 
the population, your committee recognizes that the 
necessity for state aid for medical care may arise in 
poorer communities and the federal government may 
need to provide funds when the state is unable to meet 
these emergencies. 

Reports of the Bureau of the Census, of the United 
States Public Health Service and of life insurance com- 
panies show that great progress has been made in the 
United States in the reduction of morbidity and mor- 
tality among all classes of people. This reflects the good 
quality of medical care now provided. Your commit- 
tee wishes to see continued and improved the methods 
and practices which have brought us to this present 
high plane. 

Your committee wishes to see established well-co- 
ordinated programs in the various states in the nation, 
for improvement of food, housing and the other en- 
vironmental conditions which have the greatest influ- 
ence on the health of our citizens. Your committee 
wishes also to see established a definite and far-reaching 
public health program for the education and informa- 
tion of all the people in order that they may take ad- 
vantage of the present medical service available in this 
country. 

In the face of the vanishing support of philanthropy, 
the medical profession as a whole will welcome the 
appropriation of funds to provide medical care for the 
medically needy, provided, first, that the public wel- 
fare administrative procedures are simplified and co- 
ordinated; and, second, that the provision of medical 
services is arranged by responsible local public officials 
in co-operation with the local medical profession and 
its allied groups. 
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Your committee feels that in each state a system 
should be developed to meet the recommendation of 
the National Health Conference in conformity with its 
suggestion that “the role of the federal government 
should be principally that of giving financial and tech- 
nical aid to the states in their development of sound 
programs through procedures largely of their own 
choice.” 


4. Under Recommendation IV on a General Program 
of Medical Care: Your committee approves the prin- 
ciple of hospital service insurance which is being widely 
adopted throughout the country. It is susceptible ot 
great expansion along sound lines, and your commit- 
tee particularly recommends it as a community project. 
Experience in the operation of hospital service insurance 
or group hospitalization plans has demonstrated that 
these plans should confine themselves to provision of 
hospital facilities and should not include any type of 
medical care. 

Your committee recognizes that health needs and 
means to supply such needs vary throughout the United 
States. Studies indicate that health needs are not iden- 
tical in different localities but that they usually depend 
on local conditions and therefore are primarily local 
problems. Your committee therefore encourages coun- 
ty or district medical societies, with the approval of the 
state medical society of which each is a component 
part, to develop appropriate means to meet their local 
requirements. 

In addition to insurance for hospitalization your com- 
mittee believes it is practicable to develop cash indem- 
nity insurance plans to cover, in whole or in part, the 
costs of emergency or prolonged illness. Agencies set 
up to provide such insurance should comply with state 
statutes and regulations to insure their soundness and 


financial responsibility and have the approval of the 
county and state medical societies under which they 


operate. 
Your committee is not willing to foster any system 


of compulsory health insurance. Your committee is 
convinced that it is a complicated, bureaucratic system 
which has no place in a democratic state. It would 
undoubtedly set up a far-reaching tax system with 
great increase in the cost of government. That it would 
lend itself to political control and manipulation there is 
no doubt. 

Your committee recognizes the soundness of the prin- 
ciples of workmen’s compensation laws and recom- 
mends the expansion of such legislation to provide for 
meeting the costs of illness sustained as a result of em- 
ployment in industry. 

Your committee repeats its conviction that voluntary 
indemnity insurance may assist many income groups to 
finance their sickness costs without subsidy. Further 
development of group hospitalization and establishment 
of insurance plans on the indemnity principle to cover 
the cost of illness will assist in solution of these prob- 
lems. 


5. Under Recommendation V on Insurance Against 
Loss of Wages During Sickness: In essence, the recom- 
mendation deals with compensation of loss of wages 
during sickness. Your committee unreservedly en- 
dorses this principle, as it has distinct influence toward 
recovery and tends to reduce permanent disability. It 
is, however, in the interest of good medical care that the 
attending physician be relieved of the duty of certifica- 
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tion of illness and of recovery, which function should be 
performed by a qualified medical employee of the dis- 
bursing agency. 


6. To facilitate the accomplishment of these objec- 
tives, your committee recommends that a committee 
of not more than seven physicians representative of the 
practicing profession, under the chairmanship of Dr, 
Irvin Abell, president of the American Medical Asso- 
ciation, be appointed by the speaker to confer and con- 
sult with the proper federal representatives relative 
to the proposed National Health Program. 


APPENDIX NO. 12 


REPORTS OF THE DELEGATES TO THE ANNUAL MEETING 
OF THE CoNNECTICUT STaTE MEDICAL SoclETY 


The reports of Drs. Clarence E. Burt, of New Bedford, 
and Theodore L. Story, of Southbridge, delegates to the 
annual meeting of the Connecticut State Medical So- 
ciety, are filed with the material considered at the Council 
meeting held on October 5, 1938. 

These gentlemen reported that they attended the one 
hundred and forty-sixth annual meeting of the Connecticut 
State Medical Society, held at the Hotel Griswold, Grot- 
on, Connecticut, June 1 and 2, 1938. They were wel- 
comed officially and were shown every courtesy and con- 
sideration, special members being chosen to meet them at 
the train. The reports indicate the excellent character of 
the meeting, both as to the scientific papers presented and 
the entertainment features provided. The attendance 
was large and the discussion profitable. 

Both gentlemen expressed their pleasure in having been 
selected to represent the Massachusetts Medical Society at 
this meeting. 





APPENDIX NO. 13 


RESOLUTION 


Wuereas, the license to practice medicine and sur- 
gery in many countries is limited strictly to citizens of 
these countries; and 

Wuereas, in addition to holding full citizenship, 
each applicant is required in several of these countries 
to show that his medical education was pursued and 
completed in said countries; and 

Wuereas, many foreign graduates in medicine and 
surgery in increasing numbers are seeking admittance 
to the practice of medicine in these United States and 
the Commonwealth of Massachusetts; therefore, be it 

Resotvep, that it is the sense of this meeting of 
the Council of the Massachusetts Medical Society 
that, in addition to the present requirements, full citi- 
zenship in the United States of America be demanded 
for the practice of medicine in the Commonwealth of 
Massachusetts; and be it further 

Resotvep, that this resolution be and hereby is 
referred to the Committee on State and National Legis- 
lation for study and appropriate action. 














CASE RECORDS OF THE 
MASSACHUSETTS GENERAL HOSPITAL 


ANTEMORTEM AND PostMoRTEM Recorps Aas UsED 
IN WEEKLY CLINICOPATHOLOGICAL EXERCISES 


FOUNDED BY RICHARD C. CABOT, M.D. 


Tracy B. Matiory, M.D., Editor 


CASE 24451 
PRESENTATION OF CASE 

First Admission. A sixty-four-year-old_ married 
Irish salesman entered the Emergency Ward with 
the complaint of abdominal cramps of twenty-four 
hours’ duration. 

For forty years he had had constipation which 
had been worse for the two years before entry. 
On a few occasions he had not had a bowel move- 
ment for eight or ten days and only after taking 
magnesium sulfate and Ex-lax for several days 
would defecation take place. During the four 
years before entry he had suffered from heartburn, 
which came on when his stomach was empty and 
was relieved by food and soda. About twenty- 
four hours before entry, following two days of 
constipation, he had an attack of cramplike pain in 
the right lower quadrant. This lasted for several 
hours and with it he had some nausea and vomited 
once. 

For the year before entry he had a cough pro- 
ductive of moderate amounts of thick white spu- 
tum. He had also lost about 15 to 20 pounds in 
weight. His past history was otherwise negative, 
and his family history was noncontributory. 

Physical examination was negative. 

The temperature was 99°F., the pulse 100, and 
the respirations 20. 

Examination of the urine and stools was nega- 
tive. The blood showed a white-cell count of 
14,500. 

A barium enema showed only a hypotonic colon. 
The gastrointestinal series showed a normal esopha- 
gus. The rugae in the upper half of the stomach 
were normal, but those in the lower half were 
enlarged, particularly along the greater curvature 
in the prepyloric area. No crater was visible. 
The pylorus opened readily, and the cap was not 
deformed. At the end of the six hours the tail 
of the barium meal was in the ileum, the head 
in the ascending colon. X-ray films of the chest 
showed dense mottling in the left apical field and 
less pronounced mottling in the right apical field, 
with a few small calcified areas in the second 
interspace on the left side. There was fine mot- 
tling at the base of the left upper lung field. He 


remained in the Emergency Ward for two days 
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and was discharged with a diagnosis of constipa- 
tion, with questionable fecal impaction. 

Final Admission (six months later). The patient 
returned seven weeks after discharge for a repeat 
gastrointestinal series, which showed slightly thick- 
ened rugae in the stomach, especially in the antrum. 
He had been kept on a six-meal bland diet and 
mineral oil, which relieved his epigastric heart- 
burn. In spite of treatment he continued to have 
lower abdominal cramps. Ten days previous to 
his final entry he was seen during a severe attack. 
The cramps occurred every three minutes with 
audible borborygmi and visible peristalsis in the 
upper abdomen moving from left to right. It 
was also noted that he was irascible and acting 
rather queerly mentally. He complained of par- 
esthesia of the right thumb and index finger. The 
stool examination was negative. The blood at this 
time showed a white-cell count of 19,600 with 82 
per cent polymorphonuclears, and a later count 
was 14,000 with 4 per cent eosinophils. The blood 
pressure was 170 systolic, 115 diastolic. A week 
before entry he had a similar attack. Twenty- 
four hours before entry he had a more severe at- 
tack than previously, with five episodes of vomit- 
ing. The vomitus had the appearance of the con- 
tents of the upper small bowel. He had not 
passed feces for two days, and no flatus in twenty- 
four hours. His abdomen was definitely distended. 
There were severe cramplike pains every three 
minutes. An enema at home was unproductive. 


Physical examination showed a well-developed 
and nourished male in no acute distress except for 
occasional cramplike pains with some nausea. The 
peripheral vessels were firm and tortuous. The 
blood pressure was 128 systolic, 90 diastolic. There 
were bilateral pinpoint pupils. Examination of 
the chest was negative. The abdomen showed 
some distention in the lower portion, but there 
was no tenderness or spasm. Peristalsis was di- 
minished except in the left lower quadrant where 
there were staccato bursts of high-pitched peristal- 
sis with an occasional tinkle. Just above Poupart’s 
ligament on the left was a fusiform intra-abdominal 
mass measuring 8 by 3 cm. which was freely 
movable and non-tender. A stool examination was 
guaiac negative. 

The temperature was 98°F., the pulse 110, and 
the respirations 20. 

Examination of the urine was negative. The 
blood showed a red-cell count of 4,700,000 with 
80 per cent hemoglobin, and a white-cell count 
of 14,600 with 63 per cent polymorphonuclears 
and 3 per cent eosinophils. The blood-sugar level 
was 88 mg. per cent. The serum chlorides were 
equivalent to 100 cc. of N/10 sodium chloride, 
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and the serum protein was 5.1 gm. per cent. The 
nonprotein nitrogen of the blood serum was 29 
mg. per cent. A blood Hinton test was positive, 
but a repeat was negative. A spinal-fluid Wasser- 
mann test and a goldsol were negative. Three 
sputum tests showed no acid-fast bacilli. 

A barium enema showed the entire colon to be 
filled with fecal material, the largest mass, 10 cm. 
in greatest diameter, lying in the upper rectum. 
The barium flowed around to the cecum without 
any obstruction. An x-ray film of the chest showed 
no change since that taken six months previously. 

On the morning after the day of admission the 
patient’s symptoms had entirely disappeared. The 
abdominal mass could no longer be felt. On the 
fourth hospital day an operation was performed. 


DIFFERENTIAL DrAGNosis 


Dr. ArtHur W. Aten: Will Dr. Hampton 
demonstrate the x-rays? 

Dr. Avusrey O. Hampton: Do you know 
whether the mass had disappeared at the time the 
last series of films was taken? 

Dr. Harrison E. Kennarp: I believe it had dis- 
appeared. 

Dr. Hampton: The chest examination does not 
seem to throw any light on the abdominal con- 
dition. It looks like old tuberculosis in both upper 
lobes. I cannot see anything else. The first ba- 
rium enema shows multiple fecaliths scattered 
throughout the colon without any other evidence 
of disease. They apparently examined the small 
bowel with serial films, and I can see no evidence 
of disease. The second barium enema shows some- 
thing rather suggestive of disease at the ileocecal 
valve. It does not obstruct the ileum, which is 
filled readily by barium enema, and the ileum is 
not dilated. 

Dr. ALLEN: Is that ileum or cecum? 

Dr. Hampton: Ileum. The ileocecal valve may 
show this filling defect normally. I do not believe 
we have enough evidence to say that this is a 
tumor. In the films taken of the small bowel there 
are no dilated loops. His stomach does show ex- 
tensive thickening of the mucosa with very marked 
irregularity in outline. In some of the spot films 
you can see huge mucosal folds almost as large as 
your finger, and the general appearance of the 
stomach suggests that he had an ulcer somewhere 
that we did not find or that he had very marked 
gastritis without ulceration. . 

Dr. AttEN: The story of forty years of constipa- 
tion, going eight or ten days without a bowel 
movement, reminds me somewhat of a famous 
French general who was said to go thirty days 
between evacuations with no inconvenience. His 
stomach symptoms may perfectly well have been 
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due to gastritis. The facts that he improved on a 
bland diet and that improvement was present by 
x-ray after six weeks make me believe that his 
stomach difficulties played no role in the situation 
which brought him into the hospital. His cough 
might perfectly well be related to his old tuber- 
culosis and also have no bearing on his abdominal 
condition. He had a large hypotonic colon, and 
at least in the barium enema on second admission, 
there was a long sigmoidal loop. We have a his- 
tory of lower abdominal cramps, and there is a 
good deal said about these cramps’ being on the 
right side and in the right lower quadrant, with 
episodes of vomiting. At one time his abdomen 
was definitely distended and he had cramplike 
pain. 

Now we come down to other findings such as 
pinpoint pupils, and one immediately thinks of 
morphinism associated with a sluggish colon. Mor- 
phine permits a normal tone in the small bowel 
but does have a tendency to allow fecal matter 
that is in the colon to become dried out. Perhaps 
there may be a better explanation for the pinpoint 
pupils, but it occurred to me as worth mentioning. 
We have a mass measuring 8 by 3 cm. above Pou- 
part’s ligament on the left. It was a fusiform 
mass, freely movable and non-tender. Now, of 


course, one would think of a mass of that size 


and in this region in relation to an inguinal hernia. 
If this obstruction were due to inguinal hernia 
the mass would not be non-tender, it would be 
described, I am sure, in a different manner, and 
some mention of it would have been made at 
his previous admission. The fact that it was free- 
ly movable also means that it was not in the in- 
guinal canal but in the abdominal cavity itself. 

We get no information of value from the chem- 
ical data other than the fact that the serum pro- 
tein was on the low side of normal. 

The day after the last admission his symptoms 
suddenly disappeared. Therefore we must assume 
that he had some form of intermittent mechanical 
obstruction. The probabilities are that it was not 
due to an adhesive band, since it released itself 
from time to time and there were respites of com- 
fort. Because of the same reasons and since there 
was spontaneous recovery, it probably was not due 
to mesenteric thrombosis. It very likely was not 
due to new growth in the bowel because there 
would have been more evidence of it, such as 
blood in the stools, and I think the x-ray depart- 
ment would very likely have picked it up unless 
the lesion was located in the ileocecal region — one 
may have a small tumor in that region which may 
or may not be malignant. One may have a benign 
or malignant tumor causing intussusception in the 
right bowel, and repeated attacks of obstruction 
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may occur over long periods of time. Such a 
lesion would account for the sudden release of 
pain in this case. Dr. Hampton scratched his head 
a bit when he looked at this region. It does look 
like a high, short cecum, and in this film atter 
evacuation it looks even more so. I think we 
must bear that in mind. 

Another type of mechanical obstruction that 
could develop and release itself is some form of 
hernia. If hernia, it would have to be intra- 
abdominal and not in the inguinal canal. It 1s 
unusual to have an intra-abdominal hernia release 
itself; furthermore, such hernias are rare. The 
other condition which could explain this acute 
picture is a long loop of sigmoid which had be- 
come twisted, forming a volvulus, and which 
might release itself with complete relief of symp- 
toms. There are various things in the whole story 
that make me suspicious of this condition as an 
explanation of his difficulties. This man appar- 
ently did not lose his cramplike pains in the lower 
abdomen from the time of the first admission, six 
months before, to the time of his second admis- 
sion. His stomach symptoms improved, but his 
cramplike pains in the lower abdomen persisted. 
Therefore, I think we might expect that there 
was something in his large bowel other than stasis 
which bothered him. We have to go back and sus- 
pect that something abnormal in the region of the 
ileocecal valve may have had some bearing on 
his trouble. The fact that he had one positive 
Hinton test throws no light on the case. 

I believe that this man had obvious arteriosclero- 
sis, old pulmonary tuberculosis and hypertrophic 
gastritis and that intermittent intussusception of 
the ileum into the cecum was the cause of his 
coming to the hospital. As a second choice, | 
should say that he had a recurring volvulus of 
the sigmoid. I believe the differential diagnosis 
of these two possibilities could have been made 
had there been an opportunity to examine the 
patient. 


CuicaL Discussion 


Dr. Recinatp M. Smiruwick: Dr. Allen’s dis- 
cussion is very interesting. He came a little closer 
to the real diagnosis than those of us who saw the 
patient. We agreed so far as the diagnosis of 
benign intestinal obstruction is concerned, but we 
were rather inclined to place the lesion in the left 
colon rather than in the region of the cecum 
and the terminal ileum. As a matter of fact we 
were all wrong. The cause of the obstruction was 
a benign stricture in the lower part of the small in- 
testine which was so complete that one could hard- 
ly put a small probe through it. A short segment 
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of the ileum was resected, and he made an un- 
eventful convalescence. 

The case is very interesting in retrospect be- 
cause it brings up some points that we all know 
very well but perhaps need to emphasize from 
time to time. The first is that you can have a 
lesion of an obstructive nature in the intestines 
with very little in the way of physical signs to 
go with it and also very little in the way of eleva- 
tion of the temperature and the white blood-cell 
count. The location of pain in obstruction of the 
small bowel is usually fairly characteristic, but in 
this case it was responsible for our picking the 
large intestine as the site of the lesion. Dr. Allen 
after some hesitation also picked the large intestine 
as the site of the lesion. This man’s pain was 
consistently lower abdominal, and that is not the 
usual location of pain in cases with obstruction 
of the small bowel. 

Dr. ALLEN: Where in the ileum was the ob- 
struction ? 

Dr. SmitHwick: It was 60 cm. from the ileo- 
cecal valve. 

PREOPERATIVE D1AcGNosis 


Benign obstruction of the colon. 


Dr. ALLEN’s DiAGNoses 


Tumor of the cecum with recurring intussuscep- 
tion? 
Recurring volvulus of the sigmoid? 


ANATOMICAL D1IAGNosis 


Tuberculosis of the ileum. 


ParHo.ocicaL Discussion 


Dr. Tracy B. Mattory: The specimen which 
Dr. Smithwick resected showed, as he has told 
you, an extreme constriction of the ileum which 
would just admit a rather small probe. Sections 
through that area showed an active tuberculous 
lesion. 

Dr. Hampton: How large was the small bowel 
above the stricture? 

Dr. SmitHwick: The small bowel proximally 
was tremendously dilated, and the wall thickened 
and hypertrophied. The discrepancy between the 
bowel proximal and distal to the cecum was such 
that it led us to do a lateral rather than end- 
to-end anastomosis. The negative x-ray examina- 
tions are interesting. They were done very care- 
fully and repeatedly, with serial examinations on 
the second admission, yet failed to show any evi- 
dence of a lesion in the small intestine. The flat 
plates that were taken when he came in and when 
the abdomen was distended also failed to show 
anything helpful. Occasionally x-ray examination 
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is of no help in the presence of a perfectly definite 
intestinal obstruction and in such cases it is ab- 
solutely essential to make a diagnosis on the his- 
tory without regard to what the x-ray shows; these 
are things that we all know perfectly well but 
which need to be repeatedly emphasized. 


CASE 24452 
PRESENTATION OF CASE 


First Admission. A forty-seven-year-old house- 
wife was admitted complaining of intermittent 
diarrhea with discharge of blood and mucus of 
four years’ duration, and dysuria, frequency 
and nocturia of one month’s duration. 

Since childhood she nad been a victim of consti- 
pation which required the use of all kinds of 
cathartics. For twenty years she had _ passed 
mucus at frequent intervals. Four years prior to 
admission she had several attacks of pain across 
the upper abdomen, each lasting one to two hours 
and followed on one occasion by the passage of 
bright-red blood by rectum. She soon developed 
lower abdominal pain associated with many bowel 
movements daily, some of which were blood- 
stained. There were occasional severe cramps and 
tenesmus. For several weeks she passed stools 
which consisted largely of blood and mucus, lost 
22 pounds and became exceedingly nervous. 


Proctoscopy showed a granular thickened mucous 
membrane which bled easily. X-ray films showed 
marked redundancy of the descending colon and 
multiple large diverticula throughout the large 
The sigmoid appeared smooth and 
small, and there was a loss of haustrations in the 


intestine. 


descending colon. Moderate diarrhea and pain 
persisted through the following year. Three years 
before entry proctoscopy showed slightly boggy 
rectal walls which bled easily in a few places, but 
there were no ulcerations. A number of 1 mm. 
pocked areas were present, suggestive of healed 
ulcers. During this year her symptoms gradually 
disappeared and during the next two years she 
had very little diarrhea and passed no blood and 
very little mucus. About a year before entry 
her catamenia became irregular, accompanied by 
hot flashes, nervousness and irritability. She was 
having one to three bowel movements daily, but 
there was no passage of blood and no pain. Five 
months preceding admission the abdominal pain 
and diarrhea recurred because of “worry” at home. 
She again began to lose weight, having lost a 
total of 37 pounds before entry. One month 
before admission she noted the onset of burning 
micturition associated with the passage of cloudy 
urine. Frequency and nocturia, two to three times 
a night, also developed. The pain following mic- 
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turition increased in severity, and she came to 
the hospital because of her urinary complaints. 
She stated that she had not passed blood by rectum 
for ten days and that her diarrhea did not 
trouble her. 

The patient was born in Sweden and came to 
Massachusetts at the age of twenty-two. She had 
had one child, who had been ill for ten years 
with rheumatic fever and chorea and an anky- 
losed knee joint. She did housework for another 
family in addition to her own. At the age of 
thirty she was in the hospital for twenty-one days 
because of an appendectomy with drainage. 

Physical examination revealed a poorly nour- 
ished, chronically ill woman, who was very nerv- 
ous and apprehensive. The skin and mucous 
membranes were pale. She was edentulous and 
had upper and lower plates. Examination of the 
chest was negative. The blood pressure was 110 
systolic, 70 diastolic. The abdomen was nega- 
tive except for the presence of an old appendec- 
tomy scar. The perineum was quite relaxed. 
The cervix was extensively lacerated on the right. 
There was tenderness in the anterior vault on 
motion of the cervix. The rectum was ballooned 
out with air, but no abnormalities were palpated. 
Following examination about 30 cc. of thin mucoid 
Huid escaped involuntarily from the rectum. The 
reflexes were quite active. 

The temperature was 100°F., the pulse 80, and 
the respirations 23. 

The urine examination showed many white 
cells, but no casts or red cells; another specimen 
showed many granular casts with rare red and 
white cells; a third specimen was negative ex- 
cept for the presence of rare white cells. The 
blood showed a red-cell count of 4,600,000 with 
80 per cent hemoglobin, and a white-cell count of 
10,000, 86 per cent polymorphonuclears. One stool 
examination was guaiac positive, two others neg- 
ative. One of these was fluid and contained pus 
but no mucus. No parasites or ova were found. 

X-ray photographs of the chest were negative. 
Films of the colon showed no change since the 
examination four years before admission. The 
rectum was smooth, and its upper portion ap- 
peared to be displaced toward the right. The 
mucosa was normal. There were multiple large 
diverticula in the descending colon and sigmoid. 
One small diverticulum projected from the lat- 
eral border of the cecum. Intravenous pyelograms 
showed normal kidneys. 

On the third hospital day cystoscopy revealed 
a mild generalized cystitis. Guinea pigs were in- 
jected with urine from both kidneys; the animals 
later showed no tuberculosis. On the fourth hos- 
pital day the patient was discharged to her phy- 
sician. 
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Final Admission (three years later). After 
leaving the hospital she had remained in bed for 
several months, gradually improved and resumed 
her work. Twenty months before her final ad- 
mission she developed swollen ankles. After two 
or three months of rest advised by her physician 
the swelling disappeared and did not recur. Three 
months before entry, following an outing, she 
again began to have four or five loose blood- 
tinged bowel movements daily, with cramps and 
pain in the lower abdomen. Though weak and 
anorexic she continued to work for two months 
because her husband and son were unemployed 
and she was the sole support of the family. The 
severity of her symptoms increased until entry. 
In addition she complained of urinary frequency 
and urgency. She had lost 20 pounds during the 
previous three months. 

Physical examination showed a_ well-devel- 
oped, undernourished woman who appeared weak 
and fatigued but in no distress. There was 
generalized abdominal tenderness but no spasm. 
In the left lower quadrant a questionable mass 
was palpated, but tenderness prevented a thor- 
ough investigation. Her tongue deviated to the 
right. Babinski signs were equivocal bilaterally. 
The remainder of the neurological examination 
was negative. 

The temperature was 98.6°F., the pulse 88, and 
the respirations 20. 

A urine examination showed the presence of 
10 or 20 white cells per high-power field. The 
blood ‘showed a red-cell count of 4,300,000 with 
85 per cent hemoglobin, and a white-cell count of 
10,100, 76 per cent polymorphonuclears. The 
nonprotein nitrogen of the serum was 17 mg., the 
serum protein 7.4 gm., and the carbon-dioxide 
combining power 62.8 vol. per cent, and the 
chlorides were equivalent to 94 cc. of N/10 sodium 
chloride. Four stool examinations were guaiac 
positive. Stool cultures showed no_ pathogenic 
organisms, and dysentery agglutination tests were 
negative. A blood Hinton test was negative. 

X-ray films of the colon taken in the Out 
Patient Department two weeks before entry 
showed the rectum to be small and the recto- 
sigmoid and lower end of the sigmoid more or 
less fixed in one position. Amyl nitrite caused 
the lumen to change only slightly in size. The 
outline of the rectosigmoid and lower sigmoid 
was serrated. Above this area were the diver- 
ticula seen on previous examinations; they had not 
changed in size. It was impossible to demon- 
strate satisfactorily the mucosal relief because 
of incomplete evacuation. After admission no 
barium films were taken. X-ray photographs of 
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the chest showed elevation of the left side of the 
diaphragm. 

On the fourth hospital day the abdominal ten- 
derness seemed unchanged except that it was 
marked in the left lower quadrant where a mass 
seemed to be present. Rectal examination re- 
vealed partial prolapse, three firm internal hem- 
orrhoids, and a thin, rough posterior rectal wall. 
Tenderness was extreme, but no abscess could be 
palpated. On the sixth hospital day the abdo- 
men was somewhat distended, with active peristal- 
sis. There were definite spasm and _ tenderness 
in the left lower quadrant. Examination for 
amebae was negative. The next day she com- 
plained of almost continuous gas pains. The 
temperature was 104.2°F., and the pulse 140. On 
the eighth day an operation was performed. 


DIFFERENTIAL DracNosis 


Dr. ALLEN G. Brattey: The passage of mucus 
by rectum is due to abnormal irritation of the 
bowel mucosa and such irritation can be pro- 
duced in several ways— most commonly by lax- 
atives. It can also be produced by harsh undi- 
gested materials such as bran, by infections of 
which the dysenteries are examples, and in nerv- 
ous and emotional people by abnormal nervous 
stimuli. All these factors were probably present 
in this case. 

Dr. Hampton, will you show the x-rays? 

Dr. Ausrey O. Hampton: This patient had 
numerous examinations, but these films of the 
colon are probably the ones you wish to see. The 
rectum and sigmoid are definitely small and pres- 
ent the leadpipe appearance of ulcerative colitis. 
At the second and last examination we have films 
that present very good evidence of active ulcera- 
tions in these areas. The diverticula, although 
present, did not seem to enter into the picture at 
either of the examinations; that is, there was no 
evidence of diverticulitis. I am not sure that di- 
verticulitis in the presence of ulcerative colitis 
will show the typical x-ray picture. If the muscu- 
lature of the sigmoid has been destroyed the char- 
acteristic spasm that accompanies diverticulitis 
would not occur. There is no evidence of per- 
foration. 

Dr. Braitey: This woman’s history, up to the 
latter portion at least, is a pretty classical story 
of chronic idiopathic ulcerative colitis. She had 
the characteristic exacerbations and remissions, the 
uncontrollable diarrhea, the passage of mucus and 
blood, the rapid loss of weight and the x-ray evi- 
dence, as Dr. Hampton has pointed out, of a nar- 
rowed, rigid gut with loss of normal markings. 
The proctoscopic examination also was at least 
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consistent. It showed a highly inflamed, edematous 
bowel wall, which bled easily. To be sure no 
ulcers were seen, but that does not disprove the 
diagnosis. There was also the lack of evidence 
for other types of colitis; amebae, parasites and 
dysentery bacilli were looked for and not found. 
It is characteristic of this disease that we try to 
find some type of specific infection, without suc- 
The course, at least until near the end, was 
The diarrhea, I judge, was 
never excessive. Five or six stools a day are not 
many for a patient with ulcerative colitis. Her 
red blood-cell count was well maintained, and 
there was no positive evidence of avitaminosis at 
any time. I do not believe the deviation of the 
tongue was very important. On the other hand 
she was definitely shown by x-ray to have diver- 
ticula of the large bowel, and the question is how 
important they were. In the few days previous to 
operation she developed symptoms suggestive of 
bowel obstruction. Someone thought he found 
a mass. It is not definitely stated that there was 
one. There were tenderness and spasm, high 
fever, increased peristalsis and cramplike pain; 
all of which characteristically occur in acute di- 
verticulitis. 

What about the bowel action three or four days 
before operation? Was that decreased or in- 
creased ? 

Dr. Recinatp H. SmitHwick: 
much change. 

Dr. Brartey: That does not help us either way. 

The questions are whether she had not only 
ulcerative colitis but also acute diverticulitis with 
partial obstruction and why she was operated on. 
She may have been operated on to perform an 
ileostomy for by-passing the colon,—a_ thing 
which often has to be done in severe progressive 
ulcerative colitis, — but her turn for the worse was 
of short duration. They operated within two or 
three days after this occurred, and I am doubtful 
that operation was regarded as necessary for treat- 
ment of the colitis. More medical treatment 
would have been tried first. I suspect the pre- 
operative diagnosis was bowel obstruction, per- 
haps on the basis of diverticulitis. I do not see 
how we can prove that she did not have it, but 
I am not convinced that she did. Ulcerative coli- 
tis can suddenly become much more severe and 
produce an alarming picture, and sometimes may 
even simulate an acute abdominal condition. | 
shall simply make a diagnosis of ulcerative co- 
litis. 

A good deal was said about symptoms arising 
in the urinary tract, but the evidence is contra- 
dictory. There were casts in one specimen, and 
subsequent ones were normal. Did she have a 


cess. 
relatively benign. 


There was not 
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rectovesical fistula? Perineal fistulas do occur in 
ulcerative colitis, and of course a fistulous tract 
into the bladder as a result of acute inflamma 
tion of a diverticulum is possible. Such cond: 
tions were ruled out by cystoscopy and even mor« 
definitely by the later remission of all urinary 
symptoms. I do not believe the urinary symptoms 
were important. They probably were due to as- 


cending infection which is so common and which 
may have gained an easier foothold because of her 


poor physical .condition. I do not find any evi- 
dence for a diagnosis of cancer, of tuberculosis or 
of regional ileitis.s The thought of gastrocolic 
fistula comes across one’s mind, chiefly because 
the pain was at first upper abdominal and was 
promptly followed by the discharge of bright-red 
blood, but with all the rest of the story referred 
to the lower abdomen it ought to be considered 
no further. In conclusion I believe she had 
chronic ulcerative colitis and diverticulosis. 


CurnicaL Discussion 


Dr. Tuomas V. Urmy: During the seven or 
eight years before her last admission I saw this 
patient on numerous occasions in the Out Pa- 
tient Department. In 1931 the original diagnosis 
of mucous colitis was definitely changed to ulcer- 
ative colitis when proctoscopic examination dur- 
ing an exacerbation of her periodic diarrhea re- 
vealed mild bleeding and ulceration. Thus her 
case seemed to bear out the contention of some 
clinicians that ulcerative colitis does develop on 
a preceding mucous colitis. Her disease was al- 
ways mild, and the symptoms were usually 
closely related to her emotional state. There was 
a very difficult family situation which was made 
much worse by financial troubles during the de- 
pression. These social problems were invariably 
uppermost in her mind when she interviewed 
the doctor; and encouragement, rest and _ social- 
service assistance always seemed to help her physi- 
cal symptoms. She was an excellent example of 
the important role that psychic disturbances may 
play in the course of ulcerative colitis. 

I saw the patient a few days before admission 
when she appeared in the Out Patient Depart- 
ment in a typical relapse. She was extremcly 
unhappy and discouraged about the failure of her 
son and husband to find work, and her own physi- 
cal inability to continue as the financial support 
of the family. Her diarrhea was not severe; so 
she was encouraged as much as possible, and 
given symptomatic remedies as in the past. | 
believed that she would carry through this attack 
as she had on previous occasions, and therefore 
was greatly surprised to hear later that after only 
a few days she had been admitted to the house 
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and gone rapidly downhill to her death. Though 
the course of ulcerative colitis is never completely 
predictable, hers was the type of case which one 
might reasonably expect to continue mild for 
many years without perhaps ever developing 
alarming symptoms. For this reason I am strong- 
ly inclined to agree with those who saw her on 
the ward and raised the question of diverticulitis 
as the major cause of the septic terminal picture. 

| do not believe that I have ever seen another 
case in which diverticulosis was associated with 
chronic ulcerative colitis. We can reasonably as- 
sume from her story that the former antedated the 
latter. Diverticula are not infrequently found 
in conjunction with mucous colitis. 

Dr. Tracy B. Mattory: I should like to ask 
Dr. Hampton how often he has seen diverticula 
in a patient with ulcerative colitis. 

Dr. Hampton: I do not ever remember seeing 
them before. 

Dr. Martory: I do not remember having 
seen the combination of lesions, either in re- 
sected cases or at autopsy. 

Dr. Hampton: It is particularly interesting 
that the diverticula are present in the area of the 
colitis. 

Dr. Matiory: In ulcerative colitis there is so 
much scarring of the bowel it is hard to believe 
that diverticula could form once the colitis had 
progressed to any severe degree. It seems that 
they must have preceded it. 

Dr. James H. Means: There is a patient on 
the West Medical Service now who we are cer- 
tain has a very severe case of idiopathic ulcerative 
colitis. I saw the x-ray film this morning for the 
first time, and while it does present the garden- 
hose type of picture, —a very tubular large bowel, 
—there are also a lot of projections that look to 
my inexperienced eye exactly like diverticula. Dr. 
Schatzki said they were not diverticula but rather 
ulcerations with barium in them. I have never 
seen that picture before in ulcerative colitis. I 
wonder if it has any bearing on the situation here. 

Another point that interests me is that this 
woman had a good deal of colic toward the end: 
usually people with severe ulcerative colitis do 
not have such cramplike pain because peristalsis 
does not occur in their colons, on account of loss 
of musculature. This-suggests that she might have 
had something higher up, possibly a small-bowel 
lesion of some sort. I should like to have some 
discussion of the x-ray picture from that point of 
view. 


Dr. Hampton: The projections that you saw 


on the other case were deeper than the usual 
ulcerations. This patient shows the same picture, 
but they are not so deep. The first case we saw 


of the type you mention was thought to be diver- 
ticulosis, but the findings are not really the same. 
The projections are smaller and are very close 
together. They are serrated and rather flat on 
their extremities instead of rounded and smooth 
like diverticula. This appearance occurs in the 
acute fatal type of ulcerative colitis. 

Dr. Matrory: Dr. Hampton’s comment also 
has pathological significance in that the ulcerations 
in ulcerative colitis rarely penetrate deeply into 
the bowel wall. In the acute stage, however, the 
mucosa often shows very marked polypoid thick- 
ening, and the ulcers between the polyps I should 
imagine might have a depth that would suggest 
diverticula. 

Dr. SmirHwick: A word might be said in 
defense of the surgical aspect of this case. I did 
not see it, but there was a great deal of discus- 
sion about it. An occasional case of ulcerative 
colitis presents symptoms of intestinal obstruction 
and also may present the physical finding of a 
mass. In this patient the mass seemed quite 
definite. She was extremely tender with a board- 
like rigidity in her left lower quadrant, but prac- 
tically everyone who examined her felt that there 
was a definite mass there. Also, she had a good 
deal of cramplike obstructive pain and her right 
colon was tremendously dilated. Since she had 
previously had an x-ray diagnosis of diverticulosis, 
since no positive diagnosis of ulcerative colitis had 
been made and since she was going downhill 
rapidly, it was thought best by those who saw 
her to drain her right colon. 

Dr. ArtrHur W. ALLEN: I was trying to think 
whether I had ever seen a case of acute intestinal 
obstruction associated with ulcerative colitis. The 
only case that I can recall was a patient who had 
a complete block in her transverse colon; so un- 
doubtedly it can occur. This can be purely an ob- 
struction due to ulcerative colitis, but it is un- 
common. I should expect that this would turn 
out to be an obstruction due to diverticulitis. 


PREOPERATIVE DAcGNosis 
Diverticulitis with abscess formation. 


Dr. Braitey’s Diacnoses 


Chronic ulcerative colitis. 
Diverticulosis. 


ANATOMICAL DiAGNoses 
Ulcerative colitis. 
Diverticulosis coli. 
Pyelitis, slight. 
Operative wound: colostomy. 


PaTHOLociIcAL Discussion 


Dr. Mattory: The postmortem on this pa- 
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tient showed idiopathic ulcerative colitis, which 
began at the midportion of the transverse colon 
and extended down to but not quite into the rec- 
tum. The diverticula were present in a consid- 
erable proportion of the involved area, particularly 
in the lower sigmoid. They did not show any 
particular evidence of infection. There was no 
serosal reaction over them, and we were of the 
opinion on examining the specimen that they 
were purely coincidental and that the symptom- 
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atology was entirely due to the ulcerative colitis, 
Following the cecostomy she gradually went 
downhill and died a week later with no change of 
symptoms. 

Dr. ALLEN: Was the obstruction in the trans- 
verse colon or in the cecum? 

Dr. Ma tory: No very obvious obstruction 


was made out from the anatomical point of view. 
She did have some evidence of pyelitis to connect 
up with her earlier urinary symptomatology. 
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INFECTIOUS ENCEPHALITIDES 

Arrention should be called to a new ruling of 
the Massachusetts Public Health Council, as con- 
tained in a letter appearing in this issue of the 
Journal. According to statutory provision, the 
council has substituted “infectious encephalitis” for 
“encephalitis lethargica” in the list of diseases de- 
clared to be dangerous to public health. Further- 
more, the minimum period of quarantine has been 
defined as “one week after onset, in insect-free 


room.” 


The reasons for this change are several. In the 
first place, encephalitis lethargica, which was rela- 
tively common in Europe and this country shortly 
after the World War, has never been considered 
to be a contagious disease and no bacterium or 


virus has been irrefutably proved to be the causal 
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agent. Secondly, the epidemiology of outbreaks of 
acute encephalitis, such as have occurred in Japan, 
St. Louis and, more recently, Massachusetts, strong- 
ly suggests that, although the disease may not be 
transmissible through contact with cases or fomites, 
there is an intermediate insect vector that consti- 
tutes a public-health hazard. Thirdly, so little is 
known concerning encephalitides following acute 
infections, such as pertussis, measles and vaccinia, 
that these cases should be reported in order to 
facilitate further study by the collection of all 
available data. 

This change is one that will undoubtedly prove 
to be of value in safeguarding the public health 
and in the study and control of the various diseases 
that may be grouped under the term “infectious 
encephalitides.” All physicians are urged to com- 
ply with the regulation. 





BOSTON MEDICAL LIBRARY 


Puysicians and others who attend meetings at 
the Boston Medical Library will be glad to know 
that a very efficient, unobtrusive, new type of 
public-address system has been installed in John 
Ware Hall. Also a new modern high-power pro- 
jector with complete equipment for colored slides 
has replaced the old stereopticon which has been 
in use since the erection of the building. These 
two improvements, with the privilege of smoking 
at meetings, should make attendance a pleasure in- 
stead of a chore. 


The Book Review Department has been very 
successful to date and thanks are due the mem- 
bers who have been so kind as to review books 
and present them to the library. Practically all 
the new books listed in the New England Journal 
of Medicine are on the library’s sheives. 


The library has special income which must be 
expended for the purchase of old books and manu- 
scripts. The acquisition of this material does not 
in any way curtail the buying of new books and 
periodicals. Some of the important accessions of 
recent months are worthy of note. 


There have been added to the incunabula divi- 
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sion the following five works which fill gaps in 
the section on astrology: 
Angeli, Jacobus. Tractatus de cometis (Memmingen, 
1490). 


One of three copies in the United States, the others 
being in the Huntington and Cornell libraries. 


Astrolabium (Venice, 1497-98). 
One of three copies in the United States, the others 
being in the Chapin Library at Williamstown and 
the Huntington Library at San Marino. 


Granollachs. Luminarium: 1490-1550 (Rome, 1490). 
A rare volume. The Census of Fifteenth Century 
Books of 1919 did not record a copy in the United 
States of any of the many printed editions. 


Hyginus. Poetica astronomica (Venice, 1482). 
Noted for its woodcuts. 
Ptolomaeus, Claudius. Quadripartitum: Centiloquim: 
and other treatises (Venice 1493). 
Contains treatises of Messahalah, the Jewish astron- 
omer. 

Three medieval manuscripts and one early Amet- 
ican manuscript have been added to the manuscript 
collection. The outstanding example is a very beau- 
tiful missal-type copy on vellum of the famous 
Macer Floridus, a poem on the virtues of herbs, 
first written at the end of the eleventh century by 
Odo, of Meung. The manuscript is remarkable as 
its large gothic script was generally used by scribes 
for missals or other liturgical books and not for 
common medical poems. It is written on sixty-four 
leaves of vellum, each measuring 300 by 200 
millimeters, and because of the size of the script 
and lavish margins there are only twenty-four lines 
to a page. It came from the library at Melk in 
Austria, and was probably written in Austria dur- 
ing the period from 1325 to 1425. 

An anonymous paper and vellum manuscript of 
unknown origin and consisting of two collections 
of homilies dating about 1350-1400 is of medical 
interest because of a sermon on the “black death,” 
distinctly medical in character, which mentions 
Galen, Hippocrates, Petrus d’Abano, Avicenna, 
Rhazes and other physicians. This medical ser- 
mon was probably interpolated with the usual 
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homilies at the time of the great pandemic of the 
pest. 

A small manuscript on thirty-five leaves of 
paper and written by various hands about 1470 
in Austria is a typical miscellany of medicine, hy- 
giene, chronology and cosmography for everyday 
use, as was compiled very often in the Middle 
Ages. A little book like this would give prac- 
tically all the information on natural science re- 
quired by a layman. It contains a very full and 
long version of the “Regimen Sanitatis,” compris- 
ing three hundred and twenty-five verses, and the 
so-called “Cisioianus,” a rhymed calendar giving 
four verses for each month and containing mainly 
rules of diet and bloodletting. There is also a 
“Compotus,” illustrated with primitive diagrams 
and verses on the sun and the moon. 

The library is particularly interested in Ameri- 
can manuscripts and has many worthwhile items 
dating from the receipt book (1643) of Gov. John 
Winthrop, of the Massachusetts Colony, to the 
Oliver Wendell Holmes manuscripts (1836-1890). 
The collection of physicians’ account books is rather 
large and was used extensively by Henry B. Shafer 
in his thesis for the degree of Ph.D. at Columbia 
University in 1936, entitled “The American Medi- 
cal Profession, 1783-1850.” The earliest account 
book (1728-1748) in the collection is that of Dr. 
Got, of Worcester County, Massachusetts. Re- 
cently the library has acquired a companion volume 
in the account book (1729-1733) of a Southern doc- 
tor. It is very valuable as it affords a comparison 
of the fees and methods of treatment of the North 
and the South for a similar period. There are 
numerous entries concerning the treating of slaves, 
and the name William Lightfoot appears. Follow- 
ing the medical accounts, and of a later date (about 
1786), there is a general account book and also 
inventories of slaves with their monetary values. 
The plantations must have been large as one in- 
ventory lists eighty-six, and another one hundred 


and sixty-three Negroes. 
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MASSACHUSETTS 


MASSACHUSETTS MEDICAL SOCIETY 


PARKING PRIVILEGES AT 
POSTGRADUATE ASSEMBLY 


The following are excerpts from a letter re- 
ceived from Lieut. Joseph Kelly, commanding 
traflic officer, Cambridge Police Department: 


The following parking provisions will be made for 
the convenience of physicians attending the New Eng- 
land Postgraduate Assembly at Sanders Theater, Har- 
vard University, on November 15 and 16: 


The streets bounding Sanders Theater form a tri- 
angle, Cambridge Street and Kirkland Street being the 
longer streets, therefore a motorcycle officer will be as- 
signed to the above streets and parking will be re- 
stricted to automobiles displaying the sticker distributed 
by your committee. This space, I believe, is sufficient 
to accommodate two hundred automobiles, and if more 
space is necessary, we shall find parking facilities on 
nearby streets. Might I suggest that you urge those 
attending to display the sticker on the upper right 
corner of the windshield. 





SECTION OF OBSTETRICS 
AND GYNECOLOGY 
Raymonp S. Titus, M.D., Secretary 


330 Dartmouth Street 
Boston 





TRAUMATIC RUPTURE OF THE 
Urrerus FoLtowinc VERSION 


Mrs. B., a thirty-year-old primipara at term, en- 
tered the hospital February 23, 1935, at 1 a. m. 
The membranes had ruptured shortly before ad- 
mission, and the patient was having slight irreg- 
ular pains. 


The family history was not obtained. The 
patient had had mumps, measles, chickenpox and 
whooping cough as a child. Her periods began 
at fourteen and had been regular with a twenty- 
one-day cycle, lasting three days and accompanied 
by severe pain during the first day. Her last 
period was May 20, 1934, which made her ex- 
pected date of confinement February 27. 

Physical examination showed a short and stocky 
patient. The temperature was 97°F., the pulse 90, 
and the respirations 22. The blood pressure was 
110 systolic, 80 diastolic. The heart was normal; 
no murmurs were heard. The lungs were clear 
and resonant. The abdomen was enlarged to the 
size of a fullterm pregnancy. The fetus did not ap- 
pear to be overlarge. Abdominal palpation showed 
the fetus to be in the ROP position; the fetal 
heart, with a rate of 140 per minute, was best 
heard in the lower right quadrant. The contrac- 


A series of selected case histories 
published weekly 

Comments and questions by subscribers are solicited and will be discussed 
by members of the section. 


by members of the section will be 
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tions were irregular, coming at ten to fifteen- 
minute intervals, and were mild but severe enough 
to keep the patient from sleeping. Vaginal ex- 
amination showed the cervix to be taken up, but it 
barely admitted one finger. The presenting part 
was high but could be pushed into the pelvis. 
The measurements showed a pelvis of the flat 
type. 

After the routine preparation, the patient was 
given %4 gr. of morphine; she slept very well 
that night. During the following day the pains 
were still irregular but more severe. The pa- 
tient was fairly comfortable following a second 
4 gr. of morphine. At the end of twenty- 
four hours there was considerable bloody dis- 
charge. Vaginal examination showed a cervical 
dilatation of only two fingerbreadths. That night 
a third hypodermic of morphine was given, and 
the patient rested for a few hours. On awaken- 
ing the pains were more severe but still irregular. 
Vaginal examination showed no progress. The 
patient had become discouraged and did not rest 
even after a fourth hypodermic of morphine. 

The third night was a repetition of the second. 
At this time a foul vaginal discharge was no- 
ticed. The cervical dilatation had increased to 
about four fingerbreadths. Abdominal examina- 
tion showed marked tenderness above the pubes 
in the region of the lower uterine segment. The 
pulse was 110, and the temperature 99.8°F. The 
fetal heart rate had risen to 160. The patient was 
taken to the case-room, and under ether a man- 
ual dilatation was performed with considerable 
difficulty. The head was still high and could not 
be brought down with forceps. A version was 
then attempted unsuccessfully. 

A surgeon was then called who performed a 
laparotomy. The uterus was found to be ruptured 
at the site of a contraction ring, and the head of 
the fetus was protruding from the rent in the 
uterus. The rupture extended under the blad- 
der and upward. After extracting the dead baby, 
weighing 6, pounds, a hysterectomy was per- 
formed. 

After the operation the patient was in a condi- 
tion of shock. Saline was given subcutaneously, 
and 1/30 gr. of strychnine hypodermically. The 
patient’s condition became steadily worse, and she 
died twelve hours following operation. 


Comment. There is nothing that can be said 
about the treatment of this particular case except 
condemnation. Ineffectual labor fortunately is 
not very often seen. Labor extending over three 
days, during which the membranes are ruptured, 
classically leads to the formation of a contrac- 
tion ring. This uterus was undoubtedly rup- 
tured in an attempt to do a version. 
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Oftentimes a maneuver that is seldom resorted 
to nowadays is helpful in cases where the cervix 
dilates slowly. Under full anesthesia a careful 
manual dilatation of the cervix, with no other 
artificial attempt at delivery, may be performed; 
this will often stimulate successful labor pains 
and result in a simple delivery. Since the child 
weighed only 6, pounds, it did not descend into 
the pelvis solely because the lower segment of 
the undilated cervix held it up. Had the cervix 
been dilated manually and nothing further done, 
it is quite possible that the head might have de- 
scended so that a simple forceps delivery could have 
been performed. The fact that the head was in a 
right posterior position was probably not fully 
appreciated by the operator, with the result that 
the forceps was applied in such a way that it was 
impossible for the head to be delivered. 

Turning to a surgeon as a last resort is one of 
the ills of present-day obstetrics in small commu- 
nities where well-trained obstetricians are not at 
hand. The surgeon knows nothing about obstet- 
rics; he can do hysterectomies. This case should 
have been handled by one trained in obstetrics as 
soon as it was appreciated that normal labor was 
not taking place. Until all obstetric services have 
the advantage of a trained obstetric consultant 
such catastrophes as this must be expected. 





SUFFOLK DISTRICT ASSESSMENT 


The following vote was passed at the meeting 
of the Suffolk District Medical Society on Octo- 
ber 26: 


Voted that the Suffolk District Medical Society un- 
dertake to complete the survey on the adequacy of 
medical care in this district initiated by the Ameri- 
can Medical Association, and to accomplish this that 
each member of the society be assessed the sum of 
two dollars to be added to the bill for annual dues, 
and that the secretary be empowered to arrange for 
completion of the survey. 


Joun P. Monks, Secretary, 
Suffolk District Medical Society. 





MISCELLANY 
“YOUR HEALTH” BROADCASTS 


The next series of “Your Health” broadcasts, sponsored 
by the American Medical Association and the National 
Broadcasting Company and heard over the Blue Network 
each Wednesday at 2:00 p. m., is entitled “How to Live.” 
It consists of four broadcasts as follows: 

November 16. Healthful Play. 

Health values and hazards in sports and recreation, 
including football. 

November 23. Weather and Wearing Apparel Ventila- 

tion. Clothes; baths. 





Nov. 10, 1938 


November 30. Rest, Relaxation and Recreation. 
All work and no play, or all play and no rest — 
bad for health. 

December 7. Tuberculosis and the Teens. 
How bad habits of hygiene and unwise living, plus 
infection, favor tuberculosis. 





NEW PHYSICIAN-IN-CHIEF 
OF PETER BENT BRIGHAM HOSPITAL 

Dr. Soma Weiss, associate professor of medicine at Har- 
vard Medical School and assistant director of the Thorn- 
dike Memorial Laboratory of Boston City Hospital, has 
been appointed to- succeed Dr. Henry A. Christian as 
physician-in-chief of Peter Bent Brigham Hospital, effec- 
tive next September 1. Dr. Weiss will become professor 
of medicine on the same date. 

Dr. Weiss is known in medical circles for his impor- 
tant contributions to knowledge of diseases of the heart 
and blood vessels and to the broader field of general 
medicine, particularly in matters pertaining to the treat- 
ment of disease. A member of the Harvard Medical 
School staff since 1925, he has been associate physician 
and assistant director of the Thorndike Memorial Labora- 
tory since 1929, director of the Second and Fourth (Har- 
vard) Medical Services at the Boston City Hospital since 
1932, and chief of the Fourth Medical Service since 1936. 
He has brought to his investigations into disease special 
training in biochemistry and pharmacology. He received 
an A.B. from Columbia University in 1921 and an M.D. 
from Cornell University Medical College in 1923, and is 
a member of a number of learned societies. 

Dr. Weiss will be the second to hold the post of 
physician-in-chief of the Peter Bent Brigham Hospital 
since its completion in 1912. In that year Dr. Christian, 
then dean of the Harvard Medical School and Hersey 
Professor of the Theory and Practice of Physic, resigned 
as dean to become the first physician-in-chief; he has con- 
tinued as Hersey Professor and head of the school’s im- 
portant teaching and clinical service at the hospital since 
that time. 


CORRESPONDENCE 
INFECTIOUS ENCEPHALITIDES 

To the Editor: At the meeting of the Public Health 
Council held Tuesday, October 11, it was voted that, un- 
der the provisions of Section 54 of Chapter 71 of the 
General Laws, Tercentenary Edition, as amended by 
Chapter 265 of the Acts of 1938, the list of diseases de 
clared dangerous to the public health be changed by the 
removal of “encephalitis lethargica” as now appearing, 
and the substitution therefor of the term “infectious en- 
cephalitis,” and that the minimum period of quarantine 
of the patient be “one week after onset, in insect-free 
room.” 

The term “encephalitis lethargica” is not broad enough 
to include all cases of encephalitis which are of probable 
danger to the public health. The inadequacy of the pre- 
vious terminology is emphasized by the recent appearance 
in Massachusetts of cases of human encephalitis proved to 
be due to the Eastern virus of equine encephalomyelitis. 
Few if any of these cases presented the clinical and labora- 
tory picture usually associated with encephalitis lethargica; 
and in general this was also true of those infectious en- 
cephalitis cases known to be due to the St. Louis and 
Japanese viruses. 

The new terminology will exclude those encephalitis 
cases due to chemicals (for example, lead) and degenera- 
tive changes (for example, Schilder’s disease). On the 








Sta 
Bo: 


Ph 


Bo 


wi 


en, 
me 


the 


col 








No. 19 


Vol. 219 


other hand, “infectious encephalitis” should include those 
cases of encephalitis which appear to result from an ap- 
parent communicable disease or vaccination. It is urged 
that notation of such a fact be made in the report (for 
example, infectious encephalitis, post pertussis). It should 
be noted that two of the seven proved cases due to the 
equine encephalomyelitis virus immediately followed an 
attack of pertussis. 

Until more is known about this ‘group of diseases, 
the establishment of a minimum quarantine period of one 
week seems reasonable and safe. The precautionary pro- 
vision of an insect-free room for the patient appears justi- 
fiable at the present time since it is established that, in 
the laboratory, the equine virus may be transmitted to 
animals by an insect vector. 

It is hoped that the reporting in the new terminology 
will prove to be of value in the study and control of 
infectious encephalitis. 

Auton S. Popg, M.D., 
Deputy Commissioner of Public Health. 


State House, 
Boston. 





ERRATUM 

In the October 27 issue of the Journal was a letter, en- 
titled “State Laws Concerning Health Examinations Be- 
fore Marriage,” in which were listed abstracts of such 
laws. Under the subheading “New York City” it was 
stated: “Same as New York State, except that specimen 
may be examined in any New York State Department of 
Health Laboratory.” As received from Dr. Nelson the 
passage read: “Same as New York State, except that speci- 
men may be examined in any State Health Department 
Laboratory”; because of the capitalization it was thought 
to refer to any laboratory operated by the New York State 
Department of Health and the passage was edited ac- 
cordingly. 

We are now informed by Dr. Nelson that the passage 
should read: “Same as New York State, except that speci- 
men may be examined in any state health department 
laboratory,” and apologize for an editorial change that 
completely changed the meaning of the abstract. — Eprror. 





NOTICES 


NEW ENGLAND SOCIETY 
OF PHYSICAL MEDICINE 
of the New England Society of 
be held at the Hotel Kenmore, 
evening, November 16, at 8:00. 
at 6:00, and an informal dinner 


The regular meeting 
Physical Medicine will 
Boston, on Wednesday 
The Council will meet 
will be served at 6:30. 

Dr. J. Warren Horton, associate professor of biological 
engineering, Massachusetts Institute of Technology, for- 
merly member of the technical staff of the Bell Telephone 
Laboratories, will speak on “Vacuum Tubes as Tools of 
the Physician.” A question period will follow. 

All members of the medical profession and students are 
cordially invited to attend. 


WititiaM D. McFeer, M.D., Secretary. 


NOTICES 


MOTION PICTURE SHOWING ON “DIAGNOSIS 
AND TREATMENT OF SYPHILIS” 


On Tuesday, November 22, at 4:45 p. m., in Amphi- 
theater E, Harvard Medical School, there will be a show- 
ing of the motion picture “Diagnosis and Treatment of 
Syphilis,” under the auspices of the Department of Derma- 
tology and Syphilology of the school. 

This film was produced under the joint auspices of 
the American Medical Association and the United States 
Public Health Service, and shows national authorities on 
the subject in action on the diagnosis and treatment of 
syphilis. 

The lecturers in the film are Dr. John H. Stokes on 
“The Diagnosis of Early Syphilis’; Dr. Harold N. Cole 
on “The Treatment of Syphilis”; Dr. Paul A. O'Leary on 
“Latent Syphilis”; Dr. Philip C. Jeans on “Congenital 
Syphilis”; and Dr. Joseph E. Moore on “Neurosyphilis.” 





SOUTH END MEDICAL CLUB 


The next meeting of the South End Medical Club will 
be held at the headquarters of the Boston Tuberculosis 
Association, 554 Columbus Avenue, Boston, on Tuesday, 
November 22, at 12 o’clock noon. Dr. Arthur W. Allen 
will speak on “Peptic Ulcer.” 

Physicians are cordially invited to attend. 

Joun B. Hatt, M.D., Secretary. 





BOSTON LYING-IN HOSPITAL 


The next Journal Club meeting will be held at the Bos- 
ton Lying-in Hospital on Wednesday, November 16, at 
8:30 p. m. 

Dr. Perrin H. Long, of the Johns Hopkins Hospital, 
Baltimore, will speak on “The Bacteriological and Phar- 
macological Properties of Sulfanilamide and Its Use in 
the Treatment of Obstetrical and Gynecological Infectious 
Diseases.” Discussion will be conducted by Dr. Chester S. 
Keefer and Dr. George C. Prather. 

Physicians and students are cordially invited to attend. 

Duncan E. Rein, M.D., Secretary. 





NEW ENGLAND PATHOLOGICAL 
SOCIETY 

The next meeting of the New England Pathological So- 
ciety will be held in the auditorium of the Evans Memorial 
Hospital, 72 East Concord Street, Boston, on Thursday, 
November 17, at 8:00 p. m. 


PROGRAM 
The Pathology of Equine Encephalomyelitis in Man. Dr. 
Charles Branch and Dr. Sidney Farber. Discussion 


will be led by Dr. Edward W. Smith and Dr. LeRoy 
D. Fothergill. 


Physicians and medical students are cordially invited 
to attend. 


Granvit_te A. Bennett, M.D., Secretary. 





NEW ENGLAND HEART 
ASSOCIATION 

There will be a combined meeting of the New England 
Heart Association and the New England Roentgen Ray 
Society at the Boston Medical Library, Friday, November 
18, at 8:15 p. m. 

Dr. George P. Robb, assistant medical director of the 
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Metropolitan Life Insurance Company, New York, will 
speak on “Visualization of the Chambers ef the Heart, the 
Pulmonary Circulation and the Great Vessels in Man.” 
Interested physicians and medical students are cordially 
invited to attend. 
Epwarp F. Bianp, M.D., Secretary. 





SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston DistRICT FOR THE WEEK BEGINNING 
Monpay, NoveMser 14 


Tuespay, November 15 
New England Postgraduate Assembly. Sanders Theater, Cambridge 
*9-10 a. m._ Boston Dispensary. Clinicopathological conference. 
Dr. Harold Wood and Dr. F. W. White. 
9:30 a. m. Massachusetts General Hospital. Thoracic clinic. Ether 
Dome. 
*10 a. m. - 12:30 p. m. Tumor clinic. Boston Dispensary. 


WEDNESDAY, NoveMBER 16 

New England Postgraduate Assembly. Sanders Theater, Cambridge. 

8 a. m. Massachusetts General Hospital. Grand rounds, Orthopedic 
Department. 

*9-10 a. m. Boston Dispensary. Hospital case presentation. Dr. S. J. 
Thannhauser. 

*12 m. Clinicopathological conference. Children’s Hospital amphi- 
theater. 

*8 p. m. New England Society of Physical Medicine. Hotel Kenmore, 
Boston. 

*8:15 p. m. Neisserian Medical Society. Hotel Kenmore, Boston. 

*8:30 p. m. Boston Lying-in Hospital. Journal Club meeting. 


Tuurspay, Novemser 17 

8 a.m. Massachusetts General Hospital. Circulatory clinic rounds. 

8:30-9:30 a. m. Exchange visit, Surgical and Orthopedic Staffs of the 
Peter Bent Brigham and Children’s hospitals, held this week at the 
Children's Hospital. 

*9-10 a. m. Boston Dispensary. Medical-Social Case Presentations. 
Dr. I. Olef and members of Social Service Department. 

*10:30 a. m. Psychiatric Rounds. Boston City Hospital. Rounds will 
start at Room 916 on the ninth floor of the Medical Building. 

11 a. m. Massachusetts General Hospital. Medical grand rounds. 

12 m. Massachusetts General Hospital. Clinicopathological conference. 

*8 p.m. New England Pathological Society. Auditorium of the Evans 
Memorial Hospital, 72 East Concord Street, Boston. 


Frivpay, NovemMser 18 

*9-10 a. m. Boston Dispensary. Some Points in the Management 
of Heart Failure. Dr. S. A. Levine. 

10 a. m. Massachusetts General Hospital. Fracture rounds. 

*10 a. m. - 12:30 p. m. Tumor clinic. Boston Dispensary. 

12 m. Clinical meeting of the Children’s Medical Service, Massachu- 
setts General Hospital, Ether Dome. 

*8:15 p. m. New England Heart Association, combined meeting with 
New England Roentgen Ray Society. Boston Medical Library. 


Saturpay, NovemBer 19 
*9-10 a. m. Boston Dispensary. Hospital case presentation. Dr. S. J. 
Thannhauser. 
*10 a. m.-12 m._ Staff rounds at the Peter Bent Brigham Hospital. 
Conducted by Dr. Henry A. Christian. 





*Open to the medical profession. 


NovemBer 15-16—New England Postgraduate Assembly. Page vii, 
advertising section, issue of September 29, and page 722, issue of Novem- 


Novemser 16 — Neisserian Medical Society of Massachusetts. Page 728, 
issue of November 3. 

NoveMsBer 16 — Boston Lying-in Hospital, Journal Club meeting. Page 
775. 

NoveMBEer 16 — New England Society of Physical Medicine. Page 775. 

NovemsBer 17 — New England Pathological Society. Page 775. 

Novemper 18 — New England Heart Association in conjunction with 
New England Roentgen Ray Society. Page 775. 

NoveMBer 22 — South End Medical Club. Page 775 

NovemBer 22 — Motion Picture Showing on “Diagnosis and Treatment 
of Syphilis."’ Page 775. 

Decemper 8 —Pentucket Association of Physicians, 8:30 p. m., Hotel 
Bartlett, 95 Main Street, Haverhill. 

January 12, 1939— Peter Bent Brigham Hospital. Clinic conducted 
by Dr. Christian. Page 633, issue of October 20. 

Fesruary 4, May 15 and 16, 1939— American Board of Obstetrics and 
Gynecology. Page 451, issue of September 22. (Application for admission 
to Group A examinations must be on file in the Secretary's office by 
March 15, 1939, instead of April 1 as previously stated.) 

Marcu 27-31 — American College of Physicians. Page 36, issue of July 7 





Nov. 10, 1938 


May 7-15 — International Congress of Military Medicine and Pharmacy. 
Page 501, issue of September 29. 

May 15-19— American Medical Association, St. Louis, Missouri. 

June 6, 7, 8 — Massachusetts Medical Society. Worcester. 

SePTEMBER — Boston Psychoanalytic Institute. Page 450, issue of Septem 


ber 22. 


District Mepicat Societies 

ESSEX SOUTH 

_ DECEMBER 7— Salem Hospital. Clinic at 5 p. m. Dinner at 7 p. m. 
Speakers: Dr. Walter G. Phippen and Dr. Channing Frothingham. Subject 
Economic Problems. 

_ January 4— Danvers State Hospital. Clinic at 5 p. m. Dinner at 

p. m. Speaker: Dr. Kenneth J. Tillotson. Subject: The Psychiatrist's 
Viewpoint in Delinquency. 

Fesruary 8 — Essex Sanatorium, Middleton. Clinic at 5 p. m. Dinner 
at 7 p. m. Speaker: Dr. Edward Churchill. Subject: Surgical Treatment 
of Pulmonary Suppuration 

MarcH 1—Lynn Hospital. Clinic at 5 p. m. Dinner at 7 p. m. 
Speaker: Dr. John Rock. Subject: Endocrinology. 

Aprit 5 — Addison Gilbert Hospital, Gloucester. Clinic at 5 p. m. 
Dinner at 7 p. m. Speaker: Dr. Ethan Allan Brown. Subject: Allergy. 

May 10 — Annual meeting. Salem Country Club, Peabody. 


SUFFOLK 

Novemser 30— Program of clinical and investigative activities. Staff 
of the Massachusetts General Hospital, Boston Medical Library, 8:15 p. m. 

January 25, 1939— Symposium on Diabetes. Dr. Elliott P. Joslin and 
associates, Boston Medical Library, 8:15 p. m. 

Marcu 29 — Joint meeting with New England Pediatric Society, Boston 
Medical Library, 8:15 p. m. Program and speakers to be announced. 

APRIL 26 — Annual meeting in conjunction with Boston Medical Library, 
at 8:15 p. m. Election of officers. Program and speakers to be an- 
nounced. 





BOOKS RECEIVED FOR REVIEW 


La Puberté: Etude clinique et physiopathologique. Guy 
Laroche. 349 pp. Paris: Masson et Cie, 1938. 65 Fr. fr. 

Urology. Daniel N. Eisendrath and Harry C. Rolnick. 
Fourth edition, entirely revised and reset. 1061 pp. 
Philadelphia, Montreal and London: J. B. Lippincott Co., 
1938. $10.00. 

Insulin: Its chemistry and physiology. WHans F. Jensen. 
252 pp. New York: The Commonwealth Fund, 19338. 
$2.00. 

Interns Handbook: A guide, especially in emergencies, 
for the intern and the physician in general practice. M. S. 
Dooley. Sccond edition, revised and reset. 523 pp. 
Philadelphia, London, Montreal: J. B. Lippincott Co., 
1938. $3.00. 

How to Conquer Constipation: A series of answers to 
questions which have occurred with frequency in the prac- 
tice of a specialist in intestinal ailments. J. F. Montague. 
244 pp. Philadelphia, New York, London and Toronto: 
J. B. Lippincott Co., 1938. $1.50. 

Medicine in the Outpatient Department: An introduc- 
tory handbook. Winthrop Wetherbee, Jr. 111 pp. New 
York and London: Paul B. Hoeber, Inc., 1938. $1.00. 

The Home Book of Medicine. David Polowe. 581 pp. 
New York: Greenberg, 1938. $2.75. 

Big Fleas Have Little Fleas or Who's Who Among the 
Protozoa. Robert Hegner. 285 pp. Baltimore: The Wil- 
liams & Wilkins Co., 1938. $3.00. 

Our Common Ailment. Constipation: Its cause and 
cure. Harold Aaron. 192 pp. New York: Dodge Pub- 
lishing Co., 1938. $1.50. 

Health Insurance with Medical Care: The British ex- 
perience. Douglass W. Orr and Jean W. Orr. 271 pp. 
New York: The Macmillan Co., 1938. $2.50. 

The Principles and Practice of Perimetry. Luther C. 
Peter. Fourth edition. 331 pp. Philadelphia: Lea & 
Febiger, 1938. $4.50. 

Jacob Henle: On miasmata and contagia. Translated 
by George Rosen. 77 pp. Baltimore: The Johns Hopkins 
Press, 1938. $1.00. 
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